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Oral Analgesics 


—the importance of solubility 


Nurses OFTEN FIND that patients suffer from 
distressing gastric disturbances after they have 
been given ordinary analgesic tablets which must 
be swallowed either whole, or in segments. 

Many people cannot tolerate ordinary anal- 
gesic tablets easily and gastric irritation may 
follow. 

For this reason, the doctors now rely more and 
more on the soluble oral analgesic—in this field, 
Reckitt & Sons Ltd. offer a most effective range 
of salicylates. 


They offer Solprin, Codis, Cafdis. 


All three provide soluble aspirin—and this is 
why they all give effective relief from pain with 
less likelihood of stomach discomfort. 

Ordinary aspirin, which must disintegrate in 
the stomach, may leave behind acid particles, 
and these can set up gastric irritation. But soluble 
aspirin is already dissolved when it enters the 
stomach. It passes through into the bloodstream 
without danger of acid particles remaining to 
cause stomach upset. 

That is why the soluble analgesics, Solprin, 
Codis and Cafdis are frequently preferred and 
prescribed. 
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Branches and the Mountbatten Trust 


THE EDWINA MOUNTBATTEN TRUST was formally inaugurated 
by the Duke of Edinburgh at St. James’s Palace last week. 
Already more than £13,000 has been collected to further 
those three causes so close to Edwina Mountbatten’s heart: 
the relief of sick, distressed or needy children in any part of the 
world, expressly through the Save the Children Fund; the 
expansion of the work of the St. John Ambulance Brigade in 
Britain and the Commonwealth, and the promotion and im- 
provement of the art and practice of nursing. 

Members of the Royal College of Nursing have already 
shown their gratitude for the work of their former vice- 
president, Countess Mountbatten of Burma, by collecting in 
their Branches over £1,000. On their behalf a cheque was 
presented to the Duke of Edinburgh at St. James’s Palace by 
a staff nurse. The choice of this young College member to 
present the cheque on behalf of her colleagues in the 189 
Branches would surely have appealed to Lady Mountbatten, 
for she was ever an advocate of youth and she typified so much 
that was youthful—energy, enthusiasm, vigour and idealism. 


The Branches of the Royal College of Nursing still have a 
large part to play in the Edwina Mountbatten Trust. The 
College, as the professional association for nursing in the 
United Kingdom, is to be the official representative of the 
nursing profession, which, together with the Save the Children 
Fund and the St. John Ambulance Brigade, will be responsible 
for planning local activities for the Edwina Mountbatten 
Week, to be held throughout the United Kingdom from 
Saturday, April 8, to Saturday, April 15. 


Meetings will shortly be convened, possibly by Lord Mayors 
and Mayors, to plan the local activities. All the Branches must 
be ready with their ideas for the united drive by the three 
bodies, for the Trust has been set up to assist each of their 
causes. 

As many fund-raising activities as possible should be 
planned to fall during or about the period of the Week. If 
possible the Mayor should be asked to open a special fund and 
approaches should be made to all leading people and firms 
for financial support. Sales of work, whist drives, concerts and 
special collections in schools and churches and many other 
fund-raising methods should be used. 

This offers a splendid chance for a corporate, united effort 
by the local branches of the Save the Children Fund, the St. 









News and Comment 


Occupational Health Nurses 
and Morphine 

STATE-REGISTERED NURSES employed in factories, 
who have been individually authorized in writing by 
their medical officers, may be in possession of, and 
supply by administration only, morphine for the treat- 
ment of persons injured in or about that factory. The 
quantity to be held is limited to gr. } at any one time. 
This is the substance of a group authority granted by 
the Home Secretary, Mr. R. A. Butler, dated October 
14, 1960. Permission for State-registered industrial 
nurses to retain and to administer morphine has con- 
stantly been requested by the Royal College of Nursing 
and the British Medical Association. 


Speechmaking Finals 

THE CATES TROPHY was awarded to Miss Christine 
Needham, of the Leicester Royal Infirmary, for her 
gaily original but thoughtful speech on Colour at the 
final of the Speechmaking Contest which took place 
during the Winter Reunion of the Student Nurses’ 
Association in the Cowdray Hall on Wednesday, 
November 16. Miss Needham delighted the audience 
with a description of her small sister in terms of colour— 
‘a fluffy pale primrose with an occasional bright scarlet 
cry!’ The Mayoress of St. Marylebone, Mrs. G. 
Matveieff, presented the trophy. The judges—Miss 
B. Williams, headmistress, County School, Reigate; Mr. 
H. A. L. Cockerell, secretary, Chartered Insurance 


Opening of New Offices at the 


Royal 


College of Nursing 
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Miss Christine Needham, winner of i 
the Cates trophy. 


Institute; and 
Mr. Michael 
MacOwan, 
Principal of the 
London Acad- 
emy of Music 
and Dramatic 
Art—looked for 
originality, giv- 
ing extra marks 
for the avoid- 
ance of clichés. 
This may be the last time that women members only 
attend this reunion. Before the contest took place, a 
resolution was carried unanimously that male student 
nurses should be admitted to membership of the SNA. 





RFH Jubilee League Meeting 


TRAINEES of the Royal Free Hospital spent a happy 
day last Saturday celebrating the jubilee of their league. 
One of the guests of honour was Miss Edith P. Webb, 
who, at the age of 94, is the oldest founder member. 
After a service in the chapel when a new offertory plate 
was dedicated, there was a lunch at which members 
heard a talk from Sir Daniel Davies. The Royal Free 
Hospital League of Nurses is among the oldest in the 
country. 


THE MARCHIONESS OF LOTHIAN, vice-president of the 
Royal College of Nursing, opened a new suite of offices 
at the College on Thursday evening, November 1/, 
at a happy and successful sherry party given by the 
President and Council. 

Before cutting the ribbon across the doorway and 
declaring the suite of offices officially open, Lady 
Lothian presented a cheque for £3,365 17s. 9d. to Miss 
M. J. Smyth, president of the RCN. This large sum of 
money—raised at the Spring Fair of which Lady 
Lothian had been president-—will be used to meet the 
cost of conversion and decoration of the new offices. 

Guests, including Lady Heald, president of the 
Appeals Committee, and other members who helped 
in the organization of the Fair, then toured the offices 
which are well-designed and attractive—worthy of all 
the work and generous support which helped raise this 
magnificent sum. 

| Pictures of Section secretaries in their new offices on page 1489.] 
proceeds of the Spring Fair held 
to Miss M. 7. Smyth. 


Lady Lothian presenting the cheque 
in aid of the Royal College of Nursing 
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THE EDWINA MOUNTBATTEN TRUST 





INAUGURATION 
CEREMONY 


improvement of the art and practice of nursing 
... She was known and loved by thousands of 
nurses throughout the world, and it is hoped 
to establish fellowships and make grants for 
the advancement of nursing.’ He went on to 
announce that in Britain next year, from 
April 8 to 15, an Edwina Mountbatten Weck 
would be held. 


Permanent Memorial to a Great Lady 


Earlier in the day, the Countess of Breck- 
nock, one of the trustees, who succeeded her 
cousin Lady Mountbatten as Superintendent- 
in-Chief of the St. John Ambulance Brigade, 
told a press conference that it was hoped to 
raise between £1 million and £5 million. This 
would be a permanent trust, most of the funds 


The Duke of Edinburgh at the inauguration ceremony in St. James’s Palace, with, being invested and the income used for grants. 


left to right : Earl Mountbatten, Countess of Brecknock, Field Marshal Earl Alexander 


of Tunis, vice-chairman of the Trust, and Lord Boyd. 


With sIMPLE but moving ceremony, the Edwina 
Mountbatten Trust was inaugurated at St. James’s 
Palace on Wednesday, November 16, in the presence 
of the Duke of Edinburgh, patron of the Trust. He was 
presented with cheques totalling about £9,000. They 
included donations from Hong Kong,Cyprus, and North 
Borneo where Lady Mountbatten died suddenly last 
February. Subscriptions from nurses all over Britain 
totalled £4,000. Remembering Lady Mountbatten’s 
‘compassionate devotion to children’, it seemed 
fitting that one of the cheques was presented 
by two little Cypriot girls, Mary and Anne 
Joannou. In thanking all those who had con- 
tributed, the Duke of Edinburgh said that 
these donations showed just how widely Lady 
Mountbatten’s services were appreciated and 
remembered. Her wonderful administrative 
ability had converted other people’s feelings 
into practical action. 


Whom the Trust will Help 


The purpose of the Trust was explained by 
Lord Boyd, former Colonial Secretary, who 
succeeded Lady Mountbatten as president of 
Save the Children Fund. ‘The trust’, he said, 
‘is for three great social causes to which Lady 
Mountbatten devoted her life—the relief of 
children through the Save the Children Fund, 
the expansion of the work of the St. John 
Ambulance Brigade, and the promotion and 





The trustees hoped to make grants as soon as 
possible. The trust had been started in res- 
ponse to requests from many countries as a 
memorial to a very great lady ‘who gave her life for the 
care of children and the sick.’ One project in which she 
had been especially interested just before her death was 
the setting up of a flying doctor service for remote areas 
of Africa. This inauguration was a remarkable occasion, 
a gathering of representatives of governments, Lord 
Mayors and Mayors, leaders of trade unions, members 
of voluntary organizations, and many nurses. An oc- 
casion both of sadness and inspiration. 


The Duke of Edinburgh chatting to nurses and young girls who had presented 


cheques to the Trust. 









Cardiac Arrest 


M. K. SYKES, F.F.A.R.C.S., D.A., Lecturer in the Department of Anaesthetics, 


Hammersmith Hospital Postgraduate Medical School of London 


cardiac contractions have ceased. Since it is almost 

impossible to differentiate clinically between the 
effects of complete arrest, very feeble contractions and 
ventricular fibrillation, the term cardiac arrest is 
commonly used to cover all these conditions. 


Te TERM ‘CARDIAC ARREST” strictly means that all 


Causes 


Cardiac arrest may be caused directly by the patient’s 
disease or may result from diagnostic or therapeutic 
intervention. Whether active treatment should be 
instituted in any particular case must be decided by the 
doctor in charge. In gencral, treatment is useless in 
those cases where the heart has stopped as an end 
result of a long-continued disease process. The cases 
which can be resuscitated most successfully are those in 
which the heart has stopped as a result of some operative 
interference. Thus cardiac arrest may result from the 
direct stimulation of a cardiac catheter or surgery on 
the heart, from reflex stimulation from a pleural tap, 
from sensitivity to, or overdosage of, injected drugs and 
from an anoxic episode during anaesthesia. In such 
cases prompt treatment is usually very successful. 

It will be apparent that the responsibility for diag- 
nosing and treating a cardiac arrest will usually fall on 
the doctor present at the time. However, there are 
occasions when sudden cardiac arrest occurs in the 
absence of a doctor. For example, there is an increased 
risk of cardiac arrest in the post-operative period after 
open-heart surgery or when patients are being treated 
with quinidine. In these circumstances it will be the 
nurse’s duty to diagnose the arrest, to institute artificial 
ventilation and to summon medical aid immediately. 
This is as much as the nurse will be expected to accom- 
plish ; the incision of the chest wall and cardiac massage 
should be left to the medical staff. 


Signs 


When the heart ceases to pump blood into the aorta, 
all pulses disappear and the patient becomes cyanosed. 
Signs of cerebral damage appear almost immediately: 
the patient becomes unconscious, the respiration fails 
after a few irregular gasps and the pupils dilate widely 
and do not react to light. There is no time to investigate 
further: if the pulse and respiration are absent and the pupils 
widely dilated it must be assumed that the cerebral circulation is 
inadequate and treatment must be started at once. 

If the cerebral circulation is restored within two or 
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SURGERY 








Cardiac arrest need not be lethal if oxygenated blood 

can be pumped to the brain within three minutes. 

This means artificial respiration and cardiac massage 

as soon as the heart stops. Here the duties of the 

nursing staff in such an emergency are specified 
clearly and precisely. 








three minutes the cells damaged by the anoxia will 
probably recover. If restoration of the circulation is 
delayed, brain recovery will probably be incomplete 
although the rest of the body (which is more resistant 
to oxygen-lack) may still function normally. 


Treatment yi 


2? 


The lungs must first be inflated’ ; 


artificially with air or oxygen so 
that the blood returning to the 
heart may be oxygenated. This 
blood must then be pumped into 
the circulation by squeezing the 
heart intermittently with the hand. 
The oxygenated blood will then 
flow into the coronary and syste- 
mic circulations where it will wash 
out metabolites and provide the 


vital oxygen required by the body - — 


cells. The artificial respiration and 
manual squeezing of the heart 
(cardiac massage) must be main- 
tained until the body takes over 
these functions once more. Only 
when the heart muscle is ade- 
quately oxygenated is it possible 
to treat ventricular fibrillation or 
other irregularities of the heart 
which are hindering the mainte- 
nance of a normal cardiac output. 


Apparatus Required 


Apparatus 
may be divided 
into (a) instru- 
ments required 
for thoracotomy 
and (b) appara- 


Fig. 1. Perspex tube 
containing sterile 
scalpel and ampoules 
of calcium chloride 
10% and adrenaline 
1/10,000. 
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tus for artificial 
ventilation. 
1. Knife 
The chest is 
usually opened 
by an incision 
from the axilla 
to the sternum 
along the fourth 
or fifth left inter- 
space. Bleeding 
does not occur 
—if it does the 
diagnosis must 
bereconsidered! 
The only instru- 
ment required 
is a knife. This 
musthaveasolid 
blade to elimi- 
nate the risk of 
breakageshould 
the surgeon 
~ need to divide 
the costal car- 
tilages in order 
to increase the 
exposure of the heart. It need not be sterile, since there 
is seldom time to use an aseptic technique. It is, how- 
ever, an advantage to keep a 
sterile knife specifically for this 
purpose in every situation where 
cardiac arrestis likely tooccur.At 
Hammersmith Hospital sterile 
knives are issued by the syringe 
service and are kept, with the 
bellows resuscitator, in every 
ward and investigative clinic. 
Every anaesthetic machine is 
also fitted with a knife which is 
kept in a perspex tube clipped 
to an upright portion of the 
stand (Fig. 1). 
2. Rib Retractor 
A rib retractor is useful. In 
an emergency a mouth gag can 
be used to hold the ribs apart 
or an assistant can pull the ribs 
apart manually. 





Fig. 2. Inflating bellows. 


3. Apparatus for ventilating lungs 
The simplest and cheapest 
piece of equipment is a bellows 
resuscitator!?. Qn compression 
of the bellows (Fig. 2.) air is 
forced into the lungs. When the 
bellows are re-expanded fresh 
air enters the bellows from the 
top and the patient’s expired 
air passes to the atmosphere 
through a non-return valve 
situated in the baseplate. This 
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method of inflating the lungs depends on an airtight fit 
between mask and face. Since this is sometimes difficult 
to achieve it is preferable to intubate the trachea with a 
cuffed endotracheal tube if the artifical ventilation has 
to be continued for long periods. 

The equipment required for intubation and inflation 
of the lungs with oxygen is, of necessity, somewhat 
expensive. For this reason a special resuscitation trolley 
has been developed at Hammersmith Hospital® (Fig. 3). 
The total cost of trolley and equipment is about £50. The 
trolley contains (1) apparatus for intubation (laryngo- 
scope, adult and child blades, endotracheal tubes, etc.) ; 
(2) an oxygen cylinder with reducing valve, flowmeter 
and apparatus for inflating the lungs; (3) scalpels, drugs, 
syringes and needles; (4) facemasks, pharyngeal air- 
ways and a bellows resuscitator in case of failure of the 


-oxygen supply. A number of these trolleys are placed at 


strategic points within the hospital and can be easily 
transported to supplement the bellows and knife. 


4. Drugs 

5 ml. ampoules of 10% calcium chloride and | :10,000 
adrenaline solution should be available for immediate 
use with the knife and bellows. These drugs may be 
given by intracardiac injection to improve the tone of 
the heart muscle. Syringes and needles should be kept 
nearby. 
5. Defibrillator 

An electrical defibrillator is an expensive instrument 
which is not required until effective cardiac massage 
has been achieved. It may 
therefore be kept centrally and 
fetched immediately an arrest 
is diagnosed. 


6. Thoracotomy drum 

When the emergency is over 
it is necessary to obtain haemo- 
stasis and to close the chest. For 
this purpose a centrally located 
thoracotomy drum should be 
available. The drum should 
contain a simple rib-spreader, 
haemostats, forceps, needles and 
sutures. A drainage tube should 
be included in the drum and a 
water-seal drainage bottle 
should be kept nearby. 


Duties of Nursing Staff 


The nurses’ duties will vary 
with local circumstances. If 
there are two doctors present at 
the time of an arrest a nurse 
should: 

(1) note the time when the 
arrest is diagnosed and, if 
possible, call out the minutes 
until the doctor indicates 

that effective 
massage is 
being per- 
formed; 


Fig. 3. Hammer- 
smith Resuscitation 
Trolley. 
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(2) provide a knife and apparatus for 
inflating the lungs; 

(3) draw up 5 ml. of 10%, calcium 
chloride solution and 5 ml. of 
1:10,000 adrenaline — solution 
ready for intra-cardiac injection ; 

(4) summon any other medical aid 
required ; 

(5) fetch a defibrillator and instru- 
ments for closing the chest. 


If only one doctor is present or the 
nurse is alone it will be the nurse’s 
duty to perform artificial ventilation 
until other help arrives. Successful 
cardiac massage can only be achieved 
if the ventilation is effective: for this 
reason a detailed description of the 
technique will now be given. 





Fig. 6. The area 
covered by the opera- 
tor’s mouth tn (a) an 
adult, (b) an infant. 


Artificial Respiration 


The lung is an elastic structure which stretches on 
inflation rather like a balloon. The outside of the lung 
is normally held in close apposition to the chest wall by 
the negative intrapleural pressure. If this negative 
pressure is abolished by making an incision in the chest 
wall the lung will collapse. It can only be re-inflated by 
the application of a positive pressure to the trachea. For 
this reason the only methods of artificial respiration 
which are of use in the treatment of cardiac arrest are 
those in which air or oxygen is blown into the trachea 
by intermittent positive pressure. 

For the satisfactory performance of artificial respira- 
tion there are two essentials—a clear airway and an 
airtight connection between the patient and the source 
of pressure. 


The Airway 
The airway in the unconscious patient may be ob- 
Fig. 4. Diagram to show how the tongue 


falls back and obstructs the airway in the 
unconscious patient. 








Fig. 5. Diagram to show how extending 

the head stretches the tongue between its 

attachments to the jaw and hyoid bone and 
so provides a clear airway. 
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(a) 





structed by a foreign body (false teeth, food, vomit) or 
by the tongue. (Fig. 4). To clear the airway a finger 
should be swept across the back of the throat to ensure 
that there is no foreign material present. Next all pillows 
should be removed and the head fully extended (Fig. 5). 
This stretches the tongue between its two attachments 
to jaw and hyoid bone and pulls it forward off the 
posterior wall of the pharynx. The airway can be im- 
proved further by pushing the jaw forward. A pharyn- 
geal airway may be inserted if one is available, taking 
care to place this over the back of the tongue. 


Positive-Pressure Methods 
1. Mouth-to-mouth 


This is the oldest and simplest method in existence. 
It is undoubtedly far superior to all manual methods 
but has not yet been adopted by the official organi- 
zations in this country owing to the aesthetic objections 
to teaching this method on live models. 

The operator should stand to the left of the patient’s 
head and should grasp the jaw with the left hand. The 
thumb should be inserted into the left 
corner of the mouth to separate the lips 
and the chin should be pulled forwards 
with this hand. The right hand should 
pinch the patient’s nose (to prevent 
leakage of air from the back of the 
throat) and the mouth should be placed 
over the patient’s mouth (Fig. 6 (a) ) or, 
in the case of an infant, over both nose 
and mouth (Fig. 6 (4) ). Air is blown 
into the mouth at a rate of 15-20 breaths 
a minute (faster in an infant), and the 
operator’s mouth removed while the 
patient exhales. 

The depth of the respiration is con- 
trolled by watching the movements of 
the patient’s chest. If the airway 1s 
obstructed no air will enter the mouth. 
In the event of partial obstruction air 
may be blown into the stomach but not 
into the lungs. This will be revealed by 
swelling of the epigastrium. Pressure 
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over the swelling and an improved airway will prevent 
further trouble. 

The aesthetic objections to this method of artificial 
respiration can be partially overcome by placing a 
iece of gauze or handkerchief over the mouth before 
blowing. It cannot be emphasized too strongly that in 
all cases where the respiration has ceased the immediate 
performance of artificial respiration by this method is of in- 
finitely more value than the administration of oxygen at a later 
stage. Simple inflation of the lungs by this method has been 
known on more than one occasion to restart a reflex cardiac 
arrest without any other intervention. 


2, Mechanical 


The use of a bellows resuscitator is simple and re- 
quires no oxygen. If oxygen is available any of the 
standard anaesthetic circuits can be utilized (Fig. 3). It 
must, however, be emphasized that it is impossible to 
inflate the lungs with the standard ward oxygen therapy 
equipment. 


Conclusion 


Cardiac arrest resulting from some form of medical 
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or surgical procedure is usually a completely reversible 
condition. A successful outcome depends on rapid 
diagnosis and decisive treatment. This can only be 
achieved by thorough and repeated training of both 
doctors and nursing staff and by the provision of ade- 
quate and well maintained equipment. Every hospital 
should have its resuscitation officer who should be res- 
ponsible for the attainment of this ideal. Once the 
organization is set up it is surprising how often it will 
function successfully. Even if only one case a year is 
restored to life the time and trouble spent will be well 
justified. 


{I am indebted to the Editor, British Medical Journal, for per- 
mission to reproduce Figs. 1 and 3, and to the Department of 
Medical Illustration, Postgraduate Medical School, for the 
illustrations. } 
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TALKING POINT 


I REALLY DO APOLOGISE for returning to this subject 
again, but it’s about those married nurses. Prominent 
last week in a national daily was a large paragraph 
headed ‘A Nurse Despairs’. It was all about a married 
woman, formerly a ward sister, who, with several other 
nursing friends, wants to do part-time work. She 
applied to her local hospital where it had been stated 
that the wards might close for lack of staff but was only 
offered two nights a week, from 6-10, and every Satur- 
day afternoon. At another hospital she was offered 
part-time work for 32 hours a week, two evenings and 
alternate weekends off. 

Now you and I know all the arguments on both sides; 
why should the married part-timers have the plums of 
the working hours while the single full-time nurses 
work the awkward shifts? On the other hand, can the 
married workers only be offered work in the evenings 
and on Saturday afternoons, when, presumably, their 
husbands and children are at home? Obviously there 
is need for compromise, full explanations and consum- 
mate tact if we are to enlist these workers. 

For enlist them we must—if we want trained nurses 
in our hospitals. The simple fact remains that there 
aren’t enough unmarried nurses to go round. In offering 
married nurses work a balance must be struck between 
their home commitments and their loyalty to their full- 
time nursing colleagues. And I believe that this can be 
done, if the employing authorities will take enough time 
and trouble and apply a little psychology. 

I fully realize that this situation doesn’t occur in 


such well-run hospitals as yours or mine, but it does 
seem to happen at the hospital three miles away. Isn’t 
this a topic for discussion at local level in the Branch 
meetings? Surely this is one of the occasions when 
exchange of views between the administrative staffs 
of the hospital, and nurses in local factories and the 
district nursing service, could be most fruitful. We all 
live in such water-tight compartments that most of us 
have little idea of the problems of other branches of the 
profession. If we were really alive in all the Branches 
any nurse coming into the district should be able to 
find out quite a bit about the nursing situation in her 
area by attending a Branch meeting. Surely it is up to 
us to guide such offers of employment into profitable 
channels? It really does let us all down when a 
State-registered nurse willing to do some work cannot 
get it. 

As for our Branch meetings; surely every now and 
then we should all ask ourselves—what are they for? 
And at the end of every committee meeting, whether 
of the Branch or anything else, everyone who has 
attended should ask herself several questions. (1) What 
have we achieved by this meeting? (2) How many 
working parties, groups and sub-committees have we 
set up at this meeting? (3) Would the course of the 
committee have been any different if I hadn’t been 
there? and (4) Who paid for me to come? 

Constant self-examination is always salutory, but 
often very painful. 

WRANGLER. 












More Thoughts on 


HUGH GAINSBOROUGH, M.D., F.R.C.P. 


E HAVE ALL SEEN the results of time and motion 
W suis, cinema films of nurses carrying out 

specific techniques, and charts showing a nurse’s 
movements while at work in a ward. These admirable 
investigations, while valuable in working out space re- 
quirements, quicker techniques for this and that proce- 
dure, and in discovering ward design more economical 
in work expenditure, are as it were done from the out- 
side and can miss much of the inner significance and the 
motives in our work. 


Personal Aspects of Nursing 


It would be silly to ask such a question as ‘Should a 
nurse doing her medicine round delay this procedure by 
attending to Mrs. Smith whom she discovers in tears?’ 
Human relations are the constant common factor in all 
nursing and cannot be studied by mechanical means 
and this is why the development of nursing must come 
from the nurses themselves; other experts of course can 
help in this and that, but doctors rarely know enough 
about nursing details. But for all my admitted obsession 
with personal aspects of nursing, for they are present in 
all procedures, more mechanical aspects are worthy of 
further study; for example, if SRNs are to leave the 
sluice room to their junior grades, a great deal in the 
application of hygiene can be missed. 

The sluice room is a sink of iniquity—no one seems 
to know exactly all that is done in it and practice varies 
in different hospitals. In some, macintosh sheets are 
steeped, washed and scrubbed on the draining board to 
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NURSING 


Nursing 





In this second article, as in the first, Dr. Gainsborough 
takes a close, critical look at current nursing practices 
in the hope that he may provoke a spirit of inquiry 
and new thinking among his nursing colleagues. 
Development in nursing should come from within the 
profession as a result of work and research. 











the only sink and then suspended over it to dry or put 
on a roller to drip on the floor. Above the same sink 
patients’ wash-bowls may be shelved, filled and cleaned 
from this same sink, and if, in addition, there is no auto- 
matic closed bedpan washer or ‘sterilizer’ and the slop 
sink is used for bedpans, then it is hygiene that goes 
down the drain and faecal bacteria everywhere else. 
Add to this the use of non-disposable bedpan covers and 
the Bacillus coli and its friends are all over the place. 

Into the same room (often also the only place to put 
the soiled linen sacks) come the receivers holding soiled 
dressings when bins, lined with disposable sacks, are not 
used. 

So often in my latter days no nurse or even sister 
could report on a patient’s stools; the number and 
frequency of them, yes, but the colour and consistency 
were not reported. Bedpans and urine bottles are not 
easily completely sterilized, whether in an automatic 
machine or in that dangerous contraption, the large 
bedpan boiler with its heat and steam and risk of scalds. 
Would it not be safer, therefore, to keep a bedpan or 
urine bottle for each individual requiring it, 
storing it, after cleaning and ‘sterilizing’, in a 
paper bag? Do we need to deal with these 
articles in a sluice room in newly-designed 
wards? Could not two or three small closets, 
each with its own machine, be suitably placed 
in the corridors? Again a question—how often 
do nurses wash their hands after handling bed- 
pans? Many observant women patients have 
commented on this to me. If they do wash, ina 
probably inconveniently sited lavatory basin, is 
there a roll of paper towels or just an increas- 
ingly dirty hand towel? 

In some sluice rooms there are patients’ W.C.s 
but even if they are separately housed there is a 
conflict of psychological and hygienic view- 


The sink of iniquity? 
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ints in their design. W.C.s with partitions reaching 
neither the ceiling nor the floor may make for casier 
floor cleaning but very doubtful improvement of venti- 
lation. To many women, particularly, they are an 
abomination; they prefer not to share their bowel- 
opening noises. It is to be remembered, too, that after 
pulling the chain a suspension (an aerosol) of bacteria 
rises out the W.C. pan, even though the cover is down. 
And I ask why the cistern must be operated by a con- 
taminated handle and not a floor pedal? 


High Level of Hygiene 


Questions concerning hygiene are not always easily 
answered, but it is safe to say that a much higher level 
of hygiene is required in a hospital than in the home. 
Pathogenic bacteria do not necessarily succeed in 
attacking human beings and this not only depends on 
the quality of the bacteria such as virulence or on the 
quantity encountered, but also on less easily assessed 
factors such as the physical and mental well-being of the 
individual. In a hospital a large number of people re- 
main together in a single large bedroom; some come in 
with infections, but all are sick in some way. The healthy 
population—nurses, orderlies, doctors, etc.—may carry 
infecting organisms without becoming ill but can never- 
theless spread them, and so the danger from bacteria 
becomes largely increased. 


the magic of the antibiotics, but now that some orga- 
nisms colonizing a hospital and its population have be- 
come resistant to antibiotics we can no longer be thus 
complacent—disaster can easily occur. To a certain 


Fig. 2. <4 A section of 
curtain rail and hook on 
runners, commonly used for 
cubicle curtains, which can 
gather dust easily. 


Fig. 3. VW <A suggested 
alternative track. 
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extent cleanliness, dirt and dust control are a measure 
of hygienic standards. We are all aware of damp dusting 
and the importance of vacuum cleaning, especially if a 
good air filter is used on the outlet side, but such 
practices are not by any means universal. Unfortunately, 
old-fashioned hospitals with large wards often have little 





A few years ago we became complacent because of 





CASE STUDY COMPETITION 
FOR ALL STUDENT NURSES 


Prizes are offered for case studies which 
indicate thoughtful nursing care, per- 
sonal observation and understanding of 
therapeutic measures used, and concern 
for the patient as a person. Send your 
entry, with this coupon, to the Editor, 
Nursing Times, Macmillan and Co. Ltd., 
Martin’s Street, London, W.C.2, 
by Monday, December 19. 


First 
Prize 
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ancillary space, too much apparatus lies about and 
needs dusting, there are too many armchairs because 
there is no real day space, and so on. But I have seen all 
the wooden stools in a ward turned upside down and 
their bottom edges being scraped—in the ward itself. 
Either the stool should be moved elsewhere for cleaning 
or left with the caked dirt in situ, where it probably does 
less harm than if it is spread about by scraping. 

I have little time for those who with their fingers 
write their names on dirty walls; what is wrong is not 
that the wall is not cleaned often enough but that, 
because of various factors, it is uncleanable. 


Subjects for Investigation 


A difficult problem arises over cubicle curtains, for 
here there is a conflict again between hygiene and other 
considerations. No doubt curtains are an active means 
of disseminating bacteria but, on the other hand, we 
could not nowadays tolerate the unscreened bedpan 
round. Maybe new glass fibre fabrics will give us more 
easily cleanable curtains, but how many nurses would 
give a thought to the curtain track as they tear the hook 
through because dirty rollers tend to stick? These are 
commonly shaped (in section) as in Fig. 2. and so gather 
dust easily and then work poorly, whereas if a track 
with section as in Fig. 3. were used, dust would not clog 
the track so easily. 

Is it not possible for nurses to work and research on 
subjects like these, to try to take new views on old 
problems? They could bring new life to nursing. I 
could write a long article on the fallacies inherent in 
blood-pressure taking, and sometimes frightening the 
already frightened coronary thrombosis patients when 
simpler observations would be equally satisfactory—and 
I overhear the patient asking ‘Has it gone up yet?’ and 
the poor nurse unable to tell a lic. 

Lastly, if I am thought to be asking nurses to look at 
their own business, may I relate two personal observa- 
tions. In a ward of grouped single bedrooms the bedside 
rug was removed each morning for cleaning but not 
always replaced in the same room. In a maternity ward 
where I was visiting a friend a nurse came round with 
a sterile drum of sanitary pads, taking one out at a time 
with forceps, transferring it to her other hand before 
giving it to the mothers. Is it any wonder I resented the 
application of the two-visitors-per-mother rule, finding 
hygiene so poor and humanity at low tide? 

NEXT WEEK. Thoughts on the Open Ward. 
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Psychiatric 
District Nurse? 


J. E. WESTMORELAND, Hon. Secretary, 
Society of Mental Welfare Officers 


The new Mental Health Act is not only concerned with new met- 
hods for patients entering hospital for treatment of mental dis- 
order but with methods of treating patients oui of hospital. Asa 
result, will there soon be a psychiatric district nursing service? 






revolutionary document. It repeals all 

the previous enactments relating to 
mental illness; it is based on entirely differ- 
ent concepts, and substitutes new admission 
procedures for those that have been tried 
and tested over 70 years. A casual reading 
might give the impression that the Act is 
mainly concerned with new methods of 
entering hospital—complete informality replacing the 
old voluntary patient procedures; the penal aspect 
taken away from compulsory admission by leaving the 
judicial authority and the Summary Reception Order 
out of the Act, and making such admissions a purely 
medical matter; and new and better arrangements for 
appeal by those who feel themselves aggrieved by the 
operation of these clauses of the Act. Finally, local 
health authorities are given stronger instructions than 
they were in the National Health Service Act to establish 
schemes of community care. 

There is, however, much more to the Mental Health 
Act than at once meets the eye. Much more is said than 
a first reading reveals, but even more is implied, and it 
would take a very keen mind indeed to visualize the 
extent of change that is likely to take place as a result of 
this piece of legislation. 

At first reading the actual work of the mental hospital 
would not seem to be much affected. Patients will come 
in under different arrangements, with new kinds of 
papers or none at all, but the illnesses will be the same 
and will continue to need treating. 


Tr MENTAL HEALTH ACT, 1959, is a 






























Disappearance of Mental Hospitals 


But is this true? A more careful reading reveals that 
the ‘mental’ hospital has completely disappeared. The 
Mental Health Act deals only with hospitals, the prefix 
‘mental’ is never once used, and patients admitted 
under its provisions may be admitted to any hospital 
willing to receive them. 

Even before the Mental Treatment Act 1930 permitted 
voluntary admission, efforts were being made to remove 
fear of the mental hospital from the public mind, and to 
secure its acceptance as a place of treatment to be freely 








Before long we may see 
district nurses, such as 
this male nurse, setting 
out to help in their own 
homes patients who are 
suffering from mental 
sickness. 









sought in time of need. So well have these efforts suc- 
ceeded that most mental hospitals now have difficulty 
in coping adequately with the stream of patients coming 
forward. 

Now ideas are going into reverse. It is no longer con- 
sidered essential to persuade all mentally sick people to 
enter hospital for treatment, and in some quarters it is 
now held that for their future well-being, sufferers from 
some types of mental illness should be prevented from 
getting into hospital, and should be at all costs main- 
tained in the community while their treatment pro- 
ceeds. 


Mental Nurses’ Widening Horizons 


How then are these changes to affect mental nurses? 
Is their work to disappear, or at least dwindle until the 
profession is not worth entering ? 

No. It is more likely that wider horizons are ahead. 
For generations the general trained nurse who found 
the hospital ward too restricting has been able to trans- 
fer into one of a number of allied professions clamouring 
for recruits—health visiting, district nursing, industrial 
nursing, etc. The mental nurse has not had such oppor- 
tunities in the past, because since all seriously disturbed 
patients were gathered into the mental hospital, that 
was the only place where mental nursing skills could be 
exercised. This is no longer so. The picture is changing 
rapidly, and completely. 

The psychiatrists have already escaped—that seems 
to be the strictly apposite word, for the doctors were at 
one time as closely confined to the hospital as the 
patients and the nurses. By means of steadily expanding 
outpatient clinics, domiciliary consultations, and pal- 
ticipation in local health authority community care 
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CARE OF THE DYING 

Euthanasia, Control of Pain in Terminal Cancer and 
Mental Distress in the Dying are among the subjects 
discussed in this reprint of articles by Dr. Cicely Saunders. 


2s. 2d. by post from the Manager, 
Nursing Times, St. Martin’s Street, W.C.2 
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schemes, the doctors have begun to work as much in the 
community as in the hospital. They are revelling in their 
freedom. They are forming an entirely different view of 
mental health generally, and developing new concep- 
tions of how the problems of illness should be handled. 

Is the time now ripe for the gradual formation of 
what could in time become the psychiatric district 
nursing service ? 

Outpatient treatment of mental illness is necessarily 
restricted to patients who have sufficient insight and 
desire for recovery to follow faithfully an indicated line 
of treatment, or who have sufficiently close family care 
to ensure compliance with the medical instructions. A 
percentage of patients are admitted to hospital for no 
reason other than that trained nursing skill that is not 
available in the home is required in the administration 
of treatment. 


The Mobile Nursing Force 


Local health authority community care schemes are 
concerned with prevention, care and after-care, with 
the accent at present heavily on after-care. They are 
essentially social services, manned by mental welfare 
officers—and in a very few cases by psychiatric social 
workers—who are not equipped by training or inclina- 
tion to be concerned with administering physical treat- 
ment. There should be no clash of interests, therefore, 
if mental hospital outpatient services are expanded to 


‘include a mobile nursing force able, under the direc- 


tions of the psychiatrist, to carry hospital treatment into 
the home. 

Everyone would benefit from such a service, properly 
developed. More people would have adequate treat- 
ment for illness without the dislocation of family, 
domestic and business affairs which hospital admission 
makes inevitable, the nurses would enjoy a change of 
working environment with its wider horizon, and local 
authority services would gain by the nurses’ contact 
with the community bringing greater understanding of 
the problems faced by those responsible for the after- 
care of both outpatients and in-patients. 

There are difficulties which must be faced and settled 
before any such scheme is implemented. It is essential 
that the local health authority should be taken into the 
confidence of the hospital from the first. The duties of 
the nurses would need to be defined most carefully, and 
the limits agreed strictly adhered to. There might be a 
temptation in some quarters to use nurses to supple- 
ment the social work. This temptation must be firmly 
resisted, for the sake of continuing good relations on 


both sides. 
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Mental hospitals and local health authorities, already 
co-operating cordially, are constantly urged to bring 
their respective services more closely together. It would 
be fatal if carelessness in outlining new proposals and 
defining their limits led to overlapping and consequent 
bickering at the level of closest contact with the patient 
—that is, the level the of field workers of the respective 
services—the nurses and the mental welfare officers. 
With the boundaries of responsibility carefully 
marked, there is undoubtedly an area of great oppor- 
tunity for the psychiatric nurse in the community. 


‘Projected Hospital Care’ of the Aged 


In addition to home treatment stemming from out- 
patient clinics, there is what might be called ‘projected 
hospital care’ of the aged. The geriatric field is largely 
unexplored, and many experiments will be necessary 
before this growing problem is satisfactorily contained. 
Daily it is being proved that senile deterioration can be 
arrested and a considerable degree of rehabilitation 
achieved in wards specially geared to this work. The 
tragedy is that pressure is so great that the rehabilitated 
patient can only remain in the ward to the exclusion of 
one in urgent need of admission, yet the only alter- 
native is discharge to conditions where rapid deteriora- 
tion is inevitable, since there is no one at home with the 
skills necessary to maintain the régime established in 
hospital. Many such patients might well be sustained 
at home for quite long periods if a nurse from the ward 
could visit regularly. 

Without doubt the opportunity exists for the psy- 
chiatric nurse to emerge from the hospital; seized 
with intelligence and careful calculation, there is no 
telling to what lengths this could be carried. Instead 
of the mental hospital being the only place where the 
mental nurse could practise, 20 years from now there 
could be more psychiatrically trained nurses working 
outside the hospital than within its walls. 





More Voluntary Mental Admissions 
in Scotland 


A REDUCTION to 20,682 in the number of mental 
patients in Scottish hospitals at the end of last year is 
reported by the General Board of Control for Scotland 
in their annual report for 1959, published on October 
31. This was 467 less than the figure at the end of the 
previous year. On the other hand there was again a 
substantial increase (990) in the number. of admissions, 
especially voluntary admissions, to mental hospitals. 
Admissions of voluntary patients represented 80 per 
cent. of the total. Although the Board of Control for 
England and Wales has been disbanded, under the 
Mental Health Act, 1959, the General Board of Control 
for Scotland is to continue under the new Scottish 
legislation. This is one of the differences between the 
provisions of the English and Scottish versions of the 
Act, 
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SURGERY 


Emergency Tracheostomy 


R. M. A. McCLELLAND, F.F.A.R.C.S., D.A., The Nuffield 


Department of Anaesthetics, Radcliffe Infirmary, Oxford 


RACHEOSTOMY® literally means making an opening 
"[ int the lumen of the trachea, and is therefore a 

better descriptive term than the old-fashioned one 
of tracheotomy. 

In the past, when the sole indication for tracheostomy 
was respiratory obstruction, the operation was usually 
of great urgency and the results life-saving. Today, with 
the advent of the modern treatment of poliomyelitis, 
and the recognition of the pulmonary complications of 
head injury and other causes of coma, the operation is 
being performed with increasing frequency. And though 
it is often of less urgency, and the results not so dramatic, 
it is equally life-saving. 


Anatomy 


The trachea is a tubular structure, and forms part of 
the conducting mechanism by which air breathed in 


*‘ostomy’ is derived from a Greek word meaning mouth, whereas ‘otomy’ 
means cutting. 


Nasal cavity ANATOMY 


Fig. 1. 
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Tracheostomy calls for a high order of nursing skill. 

One of the most important responsibilities of the 

nurse is to recognize the indications, to summon the 

doctor quickly, and to have everything in readiness 
when he arrives. 











through the nose and mouth reaches the lungs and air 
that is breathed out returns to the atmosphere. Begin- 
ning in the neck, it extends from the cricoid cartilage, 
which is part of the larynx, to the carina within the 
thorax where it divides into the right and left main 
bronchi. The trachea is a mid-line structure lying re- 
latively superficially in the neck; the thyroid gland’s two 
lobes lie on either side and the isthmus crosses in front 
of the upper end. (Fig. 1.) 

The trachea is lined with a special mucous mem- 
brane of ciliated epithelium containing mucus cells, and 
the walls are supported by horseshoe-shaped rings of 
cartilage. The mucus cells help to moisten the air 


(humidification), and the cilia protect the lungs by } 


sweeping mucus and unwanted matter including bac- 
teria upwards. The cartilaginous rings give the walls of 
the trachea stability, preventing outside pressure from 
distorting and compressing the lumen. 


Physiology 


During inspiration, the muscles of respiration—inter- 
costals and diaphragm—contract. This draws air into 
the lungs through the air passages, of which the trachea 
is a part. In expiration these muscles relax, and owing 
to the elasticity of the tissues the air in the lungs is forced 


out through the same passages to the atmosphere. It is § 


essential both that the inspired air be of sufficient vol- 
ume to contain enough oxygen, and that the expired air 
sweep out enough carbon dioxide for the needs of the 
patient. Otherwise anoxia and carbon dioxide retention 
will occur. (Fig. 2.) 

The larynx, which is continuous with the upper end 
of the trachea, has a more important function than its 
part in speech production. It is the guardian of the 
trachea and lungs, preventing fluid, food, vomit, blood 
and other noxious material from entering the trachea 
and so reaching the lungs. This is brought about by a 
nervous reflex which causes the vocal cords to come to- 
gether, and the whole larynx to move upwards towards 
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Fig. 2. MECHANISM OF RESPIRATION 


the epiglottis, shutting off the entrance to the trachea. 

A further protection for the lungs is coughing. Should 
by mischance material pass through the larynx, or if 
excessive sputum accumulates in the trachea and lungs, 
it is coughed up. 


Indications for Tracheostomy 


The indications for tracheostomy can be divided in 
four main groups. 

(1) Obstruction to the upper air passages—for example, 
diphtheria, carcinoma of the larynx, paralysis of recurrent 
laryngeal nerves. 

(2) Failure of the respiratory muscles to provide sufficient 
volume of air for oxygenation and carbon dioxide elimina- 
tion—for example, brain-stem tumours, poliomyelitis, 
tetanus. 

(3) Loss of the protective laryngeal reflex—for example, 
deep coma following head injury, tetanus, poliomyelitis. 

(4) Ineffective cough reflex—for example, post-operative 
chest infections. 


Value of Tracheostomy 


In respiratory obstruction the tracheostome provides 
a new airway that can easily be kept open. It enables 
intermittent positive-pressure respiration to be applied 
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by a mechanical respirator for long 
periods through a cuffed tracheostomy 
tube in cases of muscle failure. When 
the protective laryngeal reflex is lost 
a cuffed tube acts as the guardian of 
the trachea, preventing noxious ma- 
terial from entering. Through the 
tracheostome, effective suction of the 
trachea and main bronchi can_ be 
easily performed if coughing is in- 
effective. 

Connections to 
intercostal and 
phrenic nerves 
(passing down- 


wards in spinal 
cord) 


Pre-operative Care 


A. Acute Respiratory Obstruction 

A patient with acute respiratory 
obstruction may die in a matter of 
seconds unless the obstruction is by- 
passed. Therefore it is essential that the 
nursing staff recognize the signs of 
obstruction instantly, as they are fre- 
quently the first people to see patients 
in the casualty department. A definite 
plan of campaign should immediately 
be put into operation, so that when the 
doctor arrives no further delays will 
occur in saving the patient’s life. 

The signs of respiratory obstruction 
are: (Fig. 3) 

(1) Noisy breathing—or, if complete 
obstruction, silence. 


Vein (return- 
ing blood with 
carbon dioxide 
to the lungs) 


(2) Use of the accessory muscles of 
respiration—sterno-mastoid, trapezius, 
ali nasi. 

3) Indrawing of the intercostal, supraclavicular, 
infraclavicular 
and suprasternal 
spaces, and blow- 
ing out of the 
abdomen on in- 
spiration; and 
the reverse of 
these abnormal 
movements on 
expiration. 

(4) Cyanosis, 
which in the 
late stages is re- 
placed by pallor. 


(5)A restless 
and apprehen- 
sive patient. The 
plan of campaign 
should be as 
follows. 


Fig. 3. Patient with respiratory obstruction. 
Note—I. use of the accessory muscles of 


respiration; 2. indrawing of intercostal, supra- 
clavicular, infraclavicular and suprasternal 
Spaces ; 3. apprehensive patient. 


(i) Get someone 
else to— 

(a) notify a 

medical 

officer, 




































preferably an anaesthetist or ENT surgeon; 

b) lay up a sterile trolley with an emergency 
tracheostomy set. (Fig. 4.) (An emergency 
tracheostomy set must always. be immediately 
available in the casualty, ENT and anaesthetic 
departments. ) 

(ii) Pull the patient’s tongue forwards, and if this relieves 
the obstruction apply tongue forceps. 

Send for the nearest anaesthetic machine on which 
there should always be: (a) mouth gag, (5) tongue for- 
ceps, (c) laryngoscope, (d) selection of endotracheal 
tubes and connectors. 

Check that all these items are ready for use. 


(iii) 


Administer oxygen via a Polymask with an 8-litre 
flow. 

Arrange for a source of suction and a good light to be 
brought to the patient. 

Reassure the patient, try to prevent struggling, and 
keep him in whatever position is most comfortable— 
usually sitting up. 


B. Other Types of Patient 


The pre-operative care of patients requiring tracheo- 
stomy for respiratory muscle failure and loss of the pro- 
tective laryngeal reflex may in some cases be equally 
urgent, but generally it is less urgent than for those with 


acute respiratory obstruction, and is a matter of 


minutes rather than seconds. 

If the respiratory muscles are failing to produce suffi- 
cient aeration of the lungs, artificial respiration must 
be started. Any of the well-known methods will do, but 
specially designed apparatus, such as the Oxford in- 
flating bellows (Fig. 5), is more effective and less tiring 
to the administrator. 

When the protective laryngeal reflex has been lost 
the situation and immediate treatment are similar to 
that following anaesthesia or any cause of unconscious- 
ness. The patient should be placed in the tonsil position 
with a head-down tilt. A mouth gag and suction, as 
well as equipment for intubation, should be immedi- 
ately at hand. 

Loss of the cough reflex alone is hardly an indication 
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Fig. 4. EMERGENCY 
TRACHEOSTOMY SET 
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Fig. 5. The Oxford inflating bellows. 


for emergency tracheostomy, but it is frequently asso- 
ciated with muscle failure or loss of the laryngeal reflex. 


Pre-operative Preparation 


Premedication for tracheostomy is usually only atro- 
pine, 0.65 mg. (gr. 700), which may be given subcu- 
taneously, intramuscularly or intravenously, depending 
on the urgency of the operation. In extremes it is better 
to omit premedication rather than waste precious 
seconds. 

Anaesthesia may be local or general. As haemorrhage 
during operation may be troublesome, especially in 
cases of acute respiratory obstruction, local analgesic 


Fig. 6. Correct position 
Sor tracheostomy. 
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solutions which contain adrenaline are frequently in- 
jected afier induction of general anaesthesia. Some sur- 
geons like to inject 5% cocaine into the trachea during 
r the operation to reduce coughing when the tracheos- 
tube tomy tube is inserted. 
The posture of the patient is important, and a small 
sandbag should be placed behind the shoulders (Fig. 6). 
This extends the neck and makes the trachea more 
easily accessible. 

If time allows, the antiseptic and aseptic techniques 
ofroutine surgery should be employed when performing 
emergency tracheostomy. Equally important, if not 
more so, are an efficient suction apparatus with attach- 
ment for a catheter to use through the tracheostome, 
and a good light. 
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The Operation 


A vertical or alternatively a collar incision is made 
in the neck. The former gives better exposure, the latter 
a better cosmetic result. The superficial and deep 
layers of fascia are divided and the trachea exposed by 
retracting the ‘strap’ muscles laterally. It may be 
necessary to divide the isthmus of the thyroid gland 
between clamps, in order to expose a suitable length 
of the trachea (Fig. 7). 

A window is then cut in the anterior wall of the 
trachea, and after sucking out the lumen of the trachea 
with a catheter the tracheostomy tube is inserted. 

Finally one or two skin stitches are inserted, and the 
tube held in position by tying the tapes firmly round 
the patient’s neck. 

There are many different types of tracheostomy 
tubes, but they can be divided into two main groups: 
metal tubes, with a removable inner tube and intro- 
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Fig. 8. TRACHEOSTOMY TUBES. 


ducer; rubber tubes, usually with an inflatable cuff, 
which are essential for intermittent positive-pressure 
respiration, and when the protective laryngeal reflexes 
are lost (Fig. 8). A small dressing is sometimes placed 
round the tracheostomy tube, but in many cases this 
is unnecessary. 


Post-operative Care 


In the early post-operative phase every emergency 
tracheostomy demands the whole-time attention of a 
member of the nursing staff. The essential features of 
the management can be divided into care of the 
tracheostomy, and general measures. 


A. The Tracheostomy 


(1) Watch for signs of respiratory obstruction. If this 
occurs a doctor should be urgently summoned, as the tube 
may easily have slipped out of the trachea into the surround- 
ing tissues or become blocked. In these circumstances the 
tube is serving no useful function; indeed, it may be lethal, 
and should therefore be removed and replaced by another. 


(2) Watch for haemorrhage from the site of the tracheos- 
tome. Bleeding is one of the most dangerous complications 
of this operation as blood may flood down the trachea and 
drown the patient, cause obstruction by clotting in the 
lumen of the trachea, or compress it from outside by 
forming a haematoma. 


(3) Suck out from the chest any excessive secretions that 
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may accumulate. ‘l'wo bowls 
should be provided, one of 
sterile soft rubber catheters 
in antiseptic solution, the 
other to receive dirty cathe- 
ters after use. 

Removal of material from 
the trachea must be a ‘clean’ 
procedure as pulmonary in- 
fection is a serious compli- 
cation of the operation. 
Nurses wear masks and wash 
their hands before picking 
a catheter out of the sterile 
bowl with forceps. It is 
then passed well down 
through the tracheostomy 
tube (Fig. 9) for a few sec- 
onds while suction is applied. 
After use it is discarded in 
the dirty bowl and other 
catheters used for the trachea 
below, and (if required) the 
nose and mouth above the 
tracheostome. 

(4) Gently remove any crusts or other material that 
gathers round the mouth of the tube. 





(5) If a metal tube is being used, then the inner tube 
should be removed and cleaned two-hourly. 


(6) If a cuffed rubber tube is being used, then the cuff 


should be deflated for five minutes every four hours. 
When the laryngeal protective reflex is lost, deflation must 
be performed only after suction above the tube, and with 


the patient tilted head down. 
(7) Have another sterile tracheostomy set ready for 
use. 


(8) See that oxygen, a means of inflation and a good 
light are immediately available. 

(9) See that the humidifier (if in use) does not become 
empty. 




























Fig. 9, Aspirating a patient with poliomyelitis. 
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B. General Measures 

(1) Obtain, in writing, 
clear instructions from the 
doctor supervising the case, 
and be sure it is possible to 
contact him rapidly in case 
of emergency. 

(2) Record on a chart, ag 
frequently as instructed, the 
patient’s pulse, blood pres. 
sure and respiration rate, 

(3) Ifa respirator is being 
used, record also the minute 
volume and inflation pres. 
sure. 

(4) It is vitally important 
to know how the respirator 
can be manually operated in 
case of an electric power 
failure. 

(5) Turn patients unable 
to cough from side to side 
every two hours. 

(6) Collect a specimen of 
urine (catheterization may be necessary) and note if the 
bladder is increasing in size, 

(7) Follow carefully the instructions regarding fluid 
intake and antibiotic therapy. 

(8) Reassure the patient. It is frightening to find that one is 
suddenly unable to talk, as is the case following tracheostomy. 

Finally, it is important that every case should be 


judged on its merits—the rigid application of dogmatic 


statements will lead to disaster, unless tempered by a 
good deal of common sense. 


[I would like to thank Sir Robert R. Macintosh, professor of 
anaesthesia, Nuffield Department of Anaesthetics, The Radcliffe 
Infirmary, Oxford, and Blackwell’s Scientific Publications Ltd., 
for permission to reproduce Figs. 3, 4,6 and 7. Also Dr. R. Bryce- 
Smith, Dr. H. G. Epstein and Mr. I. W. Roberts for their help and 
co-operation in the production of this article. | 


ADDITIONAL NURSING NOTES 
FOR TRACHEOSTOMY 


By a member of the “Nursing Times’ Nursing Advisory Panel 


1. A pair of tracheostomy dilators may be kept in the 
bowl with the spare tube, by the bedside. These are for use 
by the nurse in an emergency, while she is waiting for the 
doctor. 


2. When ‘specialling’ is no longer necessary, the patient 
should be given a bell with a distinctive tone to summon 
immediate aid if he needs help. 


3. The patient should be given a pad and pencil to 
indicate his needs. 


4. The patient should be taught to manage his tube as 
soon as possible. A mirror is helpful. Deep breathing and 


coughing should be encouraged, and the patient should be 
given a supply of gauze swabs to catch mucus. At first, 
sterile ‘keyhole’ dressings are used around the tube, but 
once the sutures have been removed and the wound has 
healed, these can be dispensed with. 


5. The patient’s bed should be placed in a light, airy 
part of the ward. It will take him a few days to realize 
that he can now breathe easily, without the effort which 
was previously necessary. 


6. Early mobilization is desirable, and constant re 
assurance essential. 
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PUBLIC HEALTH 


Housing and Health—2 


Practical Problems 


JEAN H. WOODGER, S.R.N., O.N.C., 
Certificate in Social Studies, Birmingham University 


housing are well known to health visitors and 

district nurses who do much of their work in the 
sums and among the underprivileged: these people 
often feel that their lives are ruled by a vague, authori- 
tarian ‘they’ who have no interest in their welfare. The 
health visitor or district nurse who has won the con- 
fidence of her patients is in a good position to explain 
simply some of the practical problems and to assure 


Tis PHYSICAL, mental and social ills caused by bad 


them that their poor conditions are not a measure of 


society’s disapproval of them. 
The problem of the slums started during the indus- 


trial revolution when, as a result of the movement of 


population from rural areas into the towns, houses were 
built for the workers by speculative builders interested 
only in collecting rents: there was no legislation to pro- 
tect the workers from exploitation either in the factories 
and mines or in their own homes. The first attempts at 
slum clearance were by local by-laws in 1866, and 
many schemes have followed, both on a local and a 
national scale. However, with the setback of two world 
wars, a greatly increased population, increased building 
costs and a demand for better 
houses, the problem of slum 
clearance has never yet been 
solved. 


Present-day Housing 
Policy 

Since the Second World 
War, when the housing shor- 
tage was greatly increased, 
many houses have been oc- 
cupied which are unfit for 
human habitation, nor is it 
economically possible for 
all unfit houses to be demo- 
lished within the next 10 to 
15 years. Many houses are 
still in use which have out- 
lived their normal span be- 
cause it is impossible to build 
enough new ones. Present- 
day policy consists of: 

(1) slum clearance of pro- 

perty unfit, and incapable 
of being made fit at a 

reasonable expense, for 
human habitation ; 








The promotion of health—physical, mental and social 

—through housing policy involves slum clearance and 

town and country planning. Legislation on rents and 

housing subsidies also affect the extent to which new 

housing is provided and existing buildings kept in 
repair. 











(2) the building of houses and flats in which to rehouse 
those displaced by slum clearance schemes; 
(3) maintenance and repair of existing property. 


The Housing Repairs and Rents Act enables the local 
authorities to buy and retain unfit houses and keep 
them in repair, and to make grants to private landlords 
for conversion of houses into flats. This patching up of 
unfit houses is recognized as a temporary necessity in 
order to increase the number of houses available and 
prevent the property deteriorating further. Under this 
Act, repairs are made to roofs, chimneys, gutters, 
spouting, fireplaces, window frames and stairs; water, 
gas and electricity may be laid on and baths put in. 
Government policy has changed in one important 
respect since the war—all 
previous housing legislation 
referred to houses for the 
working classes only. Since 
the war this legislation has 
been extended to include all 
classes. This was because all 
social classes needed houses 
and because the distinction 
between the classes was less 
obvious owing to the social 
services and the high pay 
earned by manual labourers. 


Town and Country 
Planning 


Town and country plan- 
ning is a relatively new 
science, started originally to 
prevent ribbon development 
by enforcing Green Belt re- 
gulations. 


Time for a cuppa! Note the lavatory and 
dustbins and the washing line. There 
are still over 600 houses in Birmingham 
without an internal water supply. 














repairs to the house at the extreme left. 
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near their jobs, near schools, 
shops and entertainment, and 
uses little land, which is very 
expensive in urban areas. 

The cost of building flats and 
maintaining them is, however, 
very high. Where possible, flats 
should be kept for single people, 
and children should live in 


houses where they have plenty of 


room and fresh air, can keep pets 
and grow plants, and be healthily 
active and noisy without distur- 
bing the neighbours. Houses are 
cheaper to build and maintain, 
but may be using good agricul- 
tural land, and add to the en- 
croachment of towns upon the 
countryside, so that rural areas 
lose their distinctive charac- 
teristics. 

The building of New Towns 
involves not only the planning of 
houses and roads, but of all 
buildings necessary to house the 
social institutions of an indepen- 
dent town—shops, schools, hos- 
pitals, churches, public houses, 
community centres, theatres, 
civic buildings and factories. 
The planning and location of 









Birmingham Factory Centre, Kings Norton. Many firms, especially the smaller ones, do not want 
to move to these ideal conditions because of the greatly increased rents. 
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Ifrent is paid according to supply and demand, when 
demand is low the landlord may not get enough rent 
from his property to enable him to keep it in good repair 
and make a fair profit. This will discourage investment 
in building, for pensioners and widows may find that, 
having invested all their savings in housing, it does not 
give them enough income on which to live. If, as has 
been the case since the First World War, the demand 
for houses exceeds the supply, landlords, without rent 
restriction, can charge far more than people can afford 
to pay. 

fr eat is paid according to ability to pay, those with 
the largest accommodation may often pay the least rent, 
and the gap between this and the economic rent will be 
paid by the rest of the community in the form of rates 
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€ paid Subsidies are necessary because the community, 
) rent § through its representatives in Parliament and on the 
pairs, § local council, has demanded a minimum standard of 
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Book Reviews 


Health and Hormones. A. Stuart Mason. Pelican, 45. 


This is a straightforward popular exposition of the subject by 
a consultant in endocrinology at The London Hospital. The book 
is extremely readable, adequately indexed and cleverly illustrated. 
The author avoids too many technical terms and all chemical 
formulae. The terms used are concisely and interestingly explained. 
I was fascinated to learn how the pituitary gland originally 
acquired its name. 

Dr. Stuart Mason starts with a brief consideration of the 
endocrine system as a whole, and then continues with chapters on 
each of the endocrine glands in turn, including information on the 
results of most recent research. Towards the end he has chapters on 
obesity, sex and puberty and finishes with chapters on the sex 
glands. Throughout he stresses the interdependence of the various 
organs. 

He has a sane and persuasive approach and should do much to 
correct misguided popular mythology on these subjects. As an 
introduction to the subject I can strongly recommend this book to 
nurses working in metabolic units. 

N. A. JAMIESON, M.A., S.R.N., 8.T.D. 




















Mary Queen of Scots. The Daughter of Debate. Sir Arthur S. 
McNalty. Medical Viewpoint Series, Christopher Johnson, 18s. 


Mary Queen of Scots is a heroine whose charm and pathos won 
her ardent champions in her lifetime and in successive centuries. 
Sir Arthur writes a biography in which he uses current reports on 
the Queen’s condition to account for certain acts of her reign. 

Throughout her adult life she suffered from chronic gastric ulcer. 
The author considers her innocent of the murder of Darnley and, 
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housing for which large sections of the community are 
unable to pay. Before the war local authority houses 
were occupied only by working classes, and all these 
houses were subsidized, although the subsidies varied 
greatly according to different policies. Nowadays there 
are many people living in subsidized houses who could 
afford to pay the full economic rent and, while it is 
recognized that it is not fair for some members of the 
community to be favoured in this way, yet any sug- 
gestion of a means test is met with great antipathy. All 
questions of rent have a political aspect as the party 
which raises them will make itself unpopular. 


Rent Restriction and Future Policy 


No government has been completely satisfied with its 
housing and rent policy. Since 1915, when rent restric- 
tion was first introduced to prevent war profiteering, it 
has been considered only a temporary measure, but 
since restriction took place during a time of housing 
shortage, decontrol without a resultant increase in rents 
could only take place when the supply of houses once 
again equalled the demand. This situation has never 
been reached. It has been said that policy between the 
two wars was the result of half-thought-out and -half- 
understood ideas. Fortunately, present-day policy ap- 
pears to have a firmer foundation, so that the physical, 
mental and social well-being of the whole population 
may become a reality. 





because of her mental breakdown, incapable of acquiescing in her 
subsequent union with the nefarious Lord Bothwell. In captivity 
she was troubled by malaria, catarrh and osteo-arthritis. It is, 
therefore, hardly surprising that she tended to retreat into an inner 
world of fantasy, out of touch with the harsh realities of the time. 
Those who have recently enjoyed Schiller’s Mary Stuart at the 

Old Vic will find this an interesting biography. 
N. A. JAMIESON, M.A., S.R.N., S.T.D. 
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Letters to the Editor 


GNC/CMB TRAINING 
PROPOSALS 


Mapam.—We have now had a few 
weeks to recover from the shock of 
receiving the letter on the proposed 
obstetric training from the Central 
Midwives Board and the General 
Nursing Council and have started 
reluctantly planning a course. The 
following queries have arisen: perhaps 
some of your readers could-help us to 
answer them. 

1. For whose benefit is the scheme 
proposed ? Is it to enable the mater- 
nity hospital to staff their wards or is 
it genuinely for the benefit of the 
student nurse? 

2. If the latter is true, what is she 
expected to gain by cramming most of 
the old Part 1 syllabus into half the 
time previously allotted but never 
being able to deliver a baby? Surely a 
case of Hamlet without the Prince. 

3. While the nurse cares for the ante- 
natal and postnatal patients, who 
does deliver the babies? A hospital 
with a large number of their own 
nurses who require obstetric exper- 
ience will have no room for pupil mid- 
wives in their maternity units. 

4, Are the General Nursing Council 
and the Central Midwives Board sure 
that there are sufficient maternity 
beds available in the whole country 
for this scheme to be implemented ? 
For example, our own maternity unit 
will only be able to provide experience 
for 25 per cent. of our nurses in train- 
ing if it continues as a training school 
for midwives. 

5. It has long been our practice to 
give simple instruction about preg- 
nancy and labour at a very early stage 
in training to enable our nurses to 
understand this most normal of all 
female functions. We will now be 
forced either to duplicate these lec- 
tures in the meagre hours allowed for 
the general part of the syllabus, or to 
leave our nurses in ignorance for a 
further 18 months. 

6. Surely if the General Nursing 
Council really wish to combine obstet- 
rics with another training, it would 
be more logical to include it in the 
training for the Sick Children’s Regis- 
ter? 

7. For effective learning there must 
be a period following instruction for 
retention to occur; if the nurse’s train- 


ing is so crowded with theoretical 
instruction with no fallow periods she 
is likely to emerge much taught but 
with little knowledge. Are not our 
American cousins suffering from just 
this? 

In view of these difficulties could 
not the shortened course be offered to 
trained nurses, if they so desired, but 
not made compulsory for all students, 
as has been suggested ? 

Tue Sister ‘Tutors, 
Guy’s Hospital, 
London, S.E.1. 


THE PAPER TOWEL 


Mapam.—‘The paper towel that 
drapes like a cloth’ is, I agree, a most 
acceptable item for hospital use, par- 
ticularly as central supply depart- 
ments are making us all paper-minded. 
I would, however, question the re- 
mark—‘they are not water-repellent 
but this is not likely to matter in a 
dressing towel’. 

This paper towel is the sterile field 
on a trolley which is little more than 
socially clean. What does one do 
about the drop spilt from the bottle in 
filling a gallipot or the moist instru- 
ment put back on the towel in an 
emergency or by the difficult-to-train 
houseman? I do not think it right or 
possible to cater only for the perfect 
dresser, especially in a teaching school. 

At least three London hospitals have 
agreed to persist in their demand for a 
water-repellent paper ; this is, of course, 
with the support of their bacteriolo- 
gists. We hope there are others who 
will lend their weight to persuade the 
manufacturers that this is a genuine 
need. 

S.M.A., 
Member of the London 
Sterile Supply Association. 
London, E.C.1. 


GLASGOW 
EXPERIMENTAL SCHEME 


Mapam.—I was interested to see 
the ample and interesting comment in 
the Nursing Times of November 11 on 
the Interim Report of the Assessment 
Committee on the Glasgow Experi- 
mental Scheme. 

I wonder if you would mind my 
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making one comment about yoy 
write-up of it? There was no mention 
of Miss Margaret Scott Wright, | 
would be very grateful if you could 
see your way to making some appro. 
priate mention of her in your columns 
since she has done an immense amount 
of excellent work in this assessment 
study and the report on it; and it does 
seem to me important that her name 








should be mentioned, since not only 
has she in fact done the work but she 
is also a member of the nursing pro- 
fession. 
J. H. F. BRoTHERsToy, 

Department of Public Health 
and Social Medicine, 
University of Edinburgh. 

[Our apologies are due to Miss Scott 
Wright for this omission in acknowledging 
the value of her work.—Eprror. | 


MEDICAL EDUCATION 


MapamM.—Thank you very much 
for sending me a copy of the Nursing 
Times of November 4, with the article 
and kindly criticisms of the film New 
Beginnings. 

May I take this opportunity of 
saying how much I personally enjoy 
reading the Nursing Times? I particu. 
larly enjoy Wrangler and do so hope 
that you will accede to her idea—n& 
September 30—for a bumper edition 
on the whole issue of medical educa- 
tion. As one who is happy to acknow- 
ledge the tremendous debt owed to 
numerous seasoned ward sisters for 
post-certificate training, I feel the 
more ventilation of mutual antagor- 
isms and problems there is the better. 
Until the several branches of the 
medical and nursing professions view 
each other as genuinely equal and 
complementary partners in the pro 
cess of healing it will never be possible 
to give the patient the total benefit 
of our labours, as a fair amount of 
energy seems to be dissipated on inter- 
necine friction! 

The medical journals do not seem 
to be doing a great deal to stir up 
thought on these matters, so all power 
to the Nursing Times’ elbow, or should 
it be staple?! 

Monnica C, STEWART, 
M.B., B.S., D.OBST.R.C.0.6. 
Edgware General Hospital, 
Middx. 
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EXTENDED MEMBERSHIP 


Mapam.—-May I answer some of 
the points contained in your footnote 
to my recent letter. 

By ‘officials’ I was thinking of those 
who hold office at a local level in the 
Branches and Sections all over the 
country. By ‘retired nurses’ I was 
thinking of what most of us mean by 
this phrase, that is, nurses in receipt 
of a pension. 

In my letter I was stating impres- 
sions, not opinions, and I thought that 
was clear. My impressions are based on 
the reasons given by nurses for not 
joining the Royal College, not only 
locally, but from many parts of the 
country. All these nurses may, of 
course, be labouring under a mis- 
apprehension. If so—why? It is 
cus that somewhere the Royal 
College has failed dismally in publicity, 
public relations, or call it what you 
will, To put it in the vernacular—it 
has failed to put itself across. 

As far as the Nursing Times is con- 
cerned, I have always regarded its 
function to date as rather reporting 
than publicizing the Royal College. 
Perhaps you will do more in the future 
to ‘explain’ the Royal College to the 
nursing public instead of leaving us 
the page or so of rather prim notes on 
past meetings. Above all, we want to 
know what the Royal College, as a 
professional body, thinks should be 
done about the many problems which 
confront the nursing profession in the 
future. Not many of us are interested 
in photographs of the V.I.P. enter- 
tained to tea the previous week. 

E. MILLER, S.R.N. 
Tunbridge Wells, Kent. 

[An informed rtnembership is the best 
publicity any organization can have. The 
Nursing Times seeks to inform its readers of 
the activities of the College and, in its 
weekly leading articles, to make explicit 
statements about the policy of the Royal 
College of Nursing. —Eprror. } 


















TRANSATLANTIC NURSING 


Mapam.—As a nurse with some 
experience of several hospitals in 
Britain (of various types), who is at 
present working in the US for a year 
in one of the exchange visitor pro- 
grammes now being operated in the 
US, I have been following the cor- 
respondence on nursing on both 
sides of the Atlantic with considerable 
interest. 

While I feel I must endorse what 
has already been said about standards 
of care being much lower here in spite 
of the impressive-sounding qualifica- 
tions held by most trained nurses (and 








I am quite sure not all British nurses 
realize this!) I do believe that Ameri- 
can graduate nurses, who have very 
little actual bedside nursing, or indeed 
even contact with the actual patient, 
in many cases, fail to obtain anything 
like the satisfaction we get out of 
doing our job. Can you blame them 
for a lack of interest or enthusiasm for 
work which consists almost entirely of 
endless form-filling ? 

All of us who trained elsewhere 
agree that nursing here is nothing like 
so stimulating or so satisfactory as we 
had expected, and even our excellent 
conditions do not make up for this 
great difference. But what a pity it is 
that American nurses do not have the 
chance (as we have here) of working 
in other countries after graduation, 
so many would love to go to London 
(for instance) for a year or six months, 
and they would indeed be surprised to 
find that they might even be able to 
learn something from us! Most have 
no knowledge whatever of British 
nursing, hospitals, or medical care 
generally and would be amazed by 
what they saw if they could work for 
a time in almost any general hospital 
in Britain, 

To those who are considering com- 
ing over here I would say ‘Do!’ It’s a 
great experience! But don’t expect too 
much—this is no Utopia either for 
nurses or patients! 

CoLLEGE MeEmBER 90794, 
S.R.N., R.S.C.N. 
New York. 


CLEANING IN HOSPITAL 


Mapam.—Recent correspondence 
underlines the fact that the character 
known today as a ‘cleaner’ is, in fact, 
nothing of the kind. She is a sweeper, 
a perfunctory duster of the most visible 
surfaces and a tidier-up. Real clean- 
ing, as the hospital sister or the good 
housewife knows it, is outside her terms 
of reference. The army of Mrs. Mops 
who descend daily upon the hospitals 
——~and many other institutions—are 
not necessarily scamping their work 
if they do not scrub everything within 
sight; they do not look on it as their 
job any more than to distemper grimy 
walls. 

It is evident that they need special 
training for hospital cleaning, and 
surely some inducement in pay and 
status. It is unrealistic to expect 
higher standards of work unless pay is 
above that current in the locality. 
Would not a solution be to institute 
a short initiation course or in-service 
training, with higher pay when suc- 
cessfully passed, and a title to differen- 










The shorter your letters to the 
editor, the more we can publish—so 
please can you keep them as brief as 


possible? Letters should be ad- 
dressed to the Editor, ‘Nursing 
Times’, Macmillan and Co. Ltd., St. 
Martin’s Street, London, W.C.2. 











tiate them, such as ‘hygiene section’, 
with ‘hygiene leader’ for any who 
might be promoted to supervisory 
rank. Those who had not yet taken 
the course might still be employed in 
offices and other parts of the hospital 
inaccessible to the patients—and at 
ordinary rates of pay! 

‘TOUCHLINE. 
London. 


MAN, MICROBE AND VIRUS 


Mapam.—A new gadget to be 
attached to the lavatory pan is 
described in the Nursing Times of 
November 4. The claim is made that 
this will prevent spreading infection, 
apparently recently discovered to be 
carried into the smallest room in the 
house by a water aerosol. The gadget 
will conduct this spray out into the 
open air. 

Three questions seem to arise. One, 
are we really wise in doing so much to 
protect ourselves from microbes? The 
virus hunters are the successors to the 
microbe hunters. Mankind managed 
to conquer microbes, but viruses are 
a much tougher proposition, and 
viruses are on the up and up. I should 
like to ask if, in fact, when we ‘con- 
quered’ microbes did we not in fact 
kill our allies? Man and microbe 
versus virus. The balance of nature 
extends beyond rabbits and _ foxes, 
cacti and greenfly. 

My childhood is not so far off; we 
used earth closets, and typhoid was 
fairly common. Today we use flush 
systems, and poliomyelitis is on the 
increase. Tomorrow— ?? ? 

Tomorrow someone will realize that 
this gadget doesn’t prevent the spread 
of infection anyway, it spreads it 
further afield, spraying over the una- 
ware passer by. 

What about the present campaign 
for clean air? 

I would suggest that to prevent the 
spread of these particular germs by 
water aerosol a better gadget would 
be one that flushes the pan by closing 
the lid. 

J. F. M. Carter. 
Stroud, Glos. 
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ROYAL COLLEGE OF NURSINg 


Council Meeting, November 1960 


Tue councit of the Royal College of Nursing met on 
November 17 at 11 a.m., with Mrs. A. A. Woodman in 
the chair. 

A tribute to the late Dame Ellen Musson, D.B.£., R.R.C., 
LL.B., was read and gratitude for her services to the nursing 
profession and for the College in particular were formally 
recorded in the minutes. 

The College had received requests for nominations for 
members to serve on various bodies: from the Ministry of 
Health for members to serve on the Mental Nurses Com- 
mittee of the General Nursing Council for England and 
Wales; for nominations, for the Minister’s consideration, 
to the Central Midwives Board, to the Central Health 
Services Council and to the Standing Nursing Advisory 
Committee; also from the Department of Health for 
Scotland for nominations to the Standing Maternity and 
Midwifery Advisory Committee and to the Scottish Health 
Services Council for the Standing Nursing Advisory 
Committee. 


Publicity Committee 


Council agreed to the immediate formation of a small 
publicity and public relations committee ‘To consider and 
advise on the establishment and maintenance of a planned 
publicity and public relations programme’. This committee 
will meet in December and its first task will be the revision 
of College literature and published material. 

The Branches Standing Committee resolution asking 
that College literature be revised was passed immediately 
to the newly-formed Publicity and Public Relations Com- 
mittee. 

A record number of new members for the month was 
recorded—527 applications had been received. These 
included 16 matrons and chief male nurses, 10 assistant 
matrons and deputy chief male nurses and 200 staff nurses. 

The Establishment and General Purposes Committee 
had agreed that Miss C. M. Hall, general secretary, should 
attend the Congress of the ICN in Melbourne and combine 
this with an extended tour. It was also announced with 
pleasure that Miss M. F. Carpenter, director in the Educa- 
tion Department, had been awarded a Rockefeller Founda- 
tion Grant and that she would, after attending the Con- 
gress, undertake a tour of professional visits in Canada and 
the USA on her way back from Australia. 

The Finance Committee in presenting the estimated 
budget for 1961 announced that provision had been made 
for a College officer in Wales, from July 1961. 


Committee on Nurse Training 


A committee to consider the whole field of nurse educa- 
tion and nurse training was about to be set up. Membership 
of the committee, including people from general education, 
sociology, medicine and public health, hospital administra- 
tion, nurse education and nursing service, was suggested 
and nominations made. The committee will consist of 
about 33 people. 


The Nurse Tutor 


Two hours of the afternoon session were devoted t 
receiving the deputation from the Sister Tutor Section who 
presented the memorandum The Nurse Tutor—a Ney 
Assessment. (Miss B. I. R. Dodwell, Miss V. Hunt, Miss J. 
Price and Mr. J. H. Stewart Jones.) 

Miss Price gave the history leading to the pro 
duction of the document. The grave shortage of tutors (with 
70-90 vacancies advertised weekly) had produced a situa. 
tion where there was a constant failure to attract suitable 
candidates; this, with the wastage from the teaching field, 
would have a serious effect on training and the standards of 
nursing service would be lowered. Shortage had _ begot 
shortage. The situation called for speedy and _forcefil 
action. 

Mr. Stewart Jones spoke to the first part of the memo. 
randum, drawing attention to the causes of frustration and 
wastage among tutors. There was little opportunity for 
modern methods of teaching; candidates for student nurs 
training were often ineducable and there was often no joint 
selection between matron and tutor. Miss Godden asked 
whether there were any statistics as to how common wa 
joint selection. Miss Dodwell replied that statistics were not 
available, but that on the working party a substantial 
proportion did not select jointly with their matrons. Mis 
Westbrook asked whether this was because the tutors wert 
already overburdened with duties or because the tutor 
were not invited. Miss Dodwell felt that it was for both 
reasons. 


Extraneous Duties 


Miss Hunt presented the next part of the memorandum. 
She opened (as indeed did each representative) by speaking 
of her own happy position as a tutor, both in her present 
post and formerly. Outlining the requirements for the 
tutors’ course, she drew attention to the multiplicity o 
duties the tutor had to undertake, particularly the home 
sister’s task in the PTS; one tutor she knew had not hada 
weekend off for 11 months. The chairman asked if the 
extraneous duties were known by the applicants when 
applying for the post. Miss Dodwell said that few tutors had 
standing orders and Miss Price added that ward sisters sent 
on the course were often led to believe that they were under 
an obligation to return to their parent hospitals, having 
signed an undertaking to do so. 

There was considerable discussion on this situation. The 
chairman, Miss Smyth and Miss Carpenter all pointed out 
that this was not a matter for the HMCs, but for the Area 
Nurse Training Committees and that funds for taking the 
tutors’ courses were derived from GNC funds allocated to 
the ANTCs. There was general agreement that there wa‘ 
insufficient knowledge on the part of all concerned about 
the financing of tutors’ training. Mention was made by 
Miss Hunt and Miss Bocock of the subtle part that ‘honour 
able agreement’ played in this instance. Miss Godden 
suggested that a return to the parent hospital engendered 
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asense of security and Miss Keddie pointed out that many 
tutor students wished to return to their own hospitals. 

Continuing the presentation of the memorandum, Miss 
Dodwell stated that the concern of the tutors was less for the 
past than for the future. Describing her own happy position, 
she said ‘Sometimes tutors are accused of wanting power; 
of course we want power; power to bring about change, 
change for the better.’ Outlining the proposed new ter- 
minology—Director of Nurse Education, Senior Tutor and 
Nurse Tutor—she said that the tutors needed, for job satis- 
faction, not a crowded syllabus with three, four, five or even 
six blocks a year, but a planned course. The tutors needed 
the satisfaction of teaching at the bedside; as a Section 
they were not yet prepared to state their views on the 
Edinburgh course for clinical instructors. At present the 
conditions in the teaching field drove people to other 
posts, in the general education field, for instance, teaching 
anatomy in pre-nursing courses. She was vigorously sup- 
ported by Miss Hale, who described her own position as 
eminently satisfactory as she was paid on the Burnham 
scale. In Miss Hale’s view many of the principles of educa- 
tion were unknown in some schools of nursing. 


Clinical Instructors 


Miss Hunter then spoke, as a clinical instructor. She felt 
it hard that there still seemed to be no recognition of 
the place of the qualified clinical instructor in the team. 
The Assessment Committee of the Glasgow Experimental 
Scheme had drawn attention, in their interim report, to the 
value of the clinical instructors. ‘Can the tutors give clinical 
instruction and support to all the individual students?’ she 
asked. “The clinical instructor is not a second grade tutor, 
she is not a tutor at all.’ Miss Price said that at the moment 
they were not concerned with the problems of other grades 
of nurses. 

Then it was agreed to take the whole 20-page document 
page by page. Miss Carpenter asked if there were statistics 
to substantiate the statement that the agreed educational 
minimum was far too low. Miss Smyth said that the GNC 
test was only an alternative and that two passes at O level 
in GCE together with a statement of having studied five 
subjects for five years was what the GNC hoped for. Miss 
Price said that provincial non-teaching hospitals could 
expect only about 20 per cent. of their candidates to have 
achieved this. 

On the subject of the tutor having freedom to plan her 
own programme, raised by Miss Westbrook, Miss Price 
said she knew of situations where the tutor came to give a 
class, only to find all her students sent elsewhere; another 
tutor had been summoned by the matron, shown a pile of 
Nurses’ Aids and told only to teach from them and to use 
no other textbooks. The chairman asked whether these 
matters had ever been taken up with the Association of 
Hospital Matrons. It was agreed that at the recent confer- 
ences between the matrons and tutors, only the converted 
were gathered together; it was those who did not attend 
conferences and read current literature who needed more 
enlightenment on these matters. 

Miss Adamson expressed amazement at all she was hear- 
ing. Miss Price said that she was contented with her lot, but 
that the deputation was present to speak for the others. The 
question of ANTC estimates was raised and, although all 
present seemed to make their own estimates, the deputation 
assured the Council that it was far from universal practice 
for principal tutors to be responsible for their estimates. 

There was discussion as to whether experience on night 
duty should be counted towards required experience for 
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tutors and Miss Carpenter pointed out that this was a 
university regulation, but that if the College felt strongly 
about it, doubtless representations could be made. 

In considering the whole document there was some dis- 
cussion on whether all reference to the clinical instructors 
should be omitted. Miss Keddie was strongly of the opinion 
that it would be unrealistic to omit all reference. ‘We may 
plan the perfect educational system but we may well not 
get it. British nursing is in great danger. The ward sister 
can and does supervise, but she needs the help of clinical 
instructors.’ Miss Godden supported Miss Keddie. It was 
finally agreed that the tutor representatives and the hon- 
orary officers should look at the whole document together. 

Miss Whittow felt that the tutors’ plea for longer holidays 
could be equalled by the need of the matrons and even the 
ward sisters. Miss Adamson supported the tutors in their 
plea for longer leave. 

After the departure of the representatives it was agreed 
that the honorary officers should meet the representatives 
before the document was finally circulated to Government 
departments, boards of governors, regional hospital boards, 
area nurse training committees, the General Nursing 
Council and other appropriate bodies. Council also agreed 
to its being sent to the Association of Hospital Management 
Committees. 

The Occupational Health Section recommended that 
Mrs. I. G. Doherty should continue to serve as the British 
nurse representative on the permanent committee and 
international association on occupational health. 

The Committee for Northern Ireland reported that they 
would be represented by Miss Betty Boyce at the ICN 
Congress and that Miss N. Carse would represent the 
Belfast Branch. 

Council adjourned at 4.35 in readiness for the party to 
be held when Lady Lothian would present the cheque 
resulting from the Appeals Committee Spring Fair. 

The next Council meeting will be on December 17. 





New Propathene Kidney Dish 


A KIDNEY DISH of traditional design but made from 
Propathene has many advantages over stainless steel or 
enamel, It is light in weight, quiet to use, and costs very 
much less. It can be sterilized by autoclaving. Exhaustive 
tests have been carried out on these dishes at the West 
Bromwich Hospital where they have proved to be most 
satisfactory and able to withstand the everyday wear of 
hospital use. They have been developed and manufactured 
by a firm who have plans for a future range of equipment 
to include gallipots, lotion bowls and instrument dishes. 
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Study Days and Conferences 


Crumpsall Hospital, 
Manchester 


A srupy pay for trained staff held at 
Crumpsall Hospital, Manchester, was 
attended by 77 people mainly from hos- 
pitals in and around Manchester and from 
the health departments of Manchester and 
Salford. 

The day started with a lecture from 
Mr. L. R. McLaren, consultant plastic 
surgeon, Wythenshawe Hospital, who 
gave a very interesting and instructive 
discourse on “The Scope of Plastic Surgery’ 
which he illustrated with slides showing 
the end results of skin graft treatment on 
wounds, some of which were frightening in 
their original severity. 

Coffee and biscuits followed, then back 
to “The Modern Trends in ENT Surgery’ 
by Mr. D. L. Chadwick, consultant ENT 
surgeon, Crumpsall Hospital, again illus- 
trated with slides. 

After lunch and visits to departments, a 
lecture was given by Dr. N. J. de Ville 
Mather, consultant psychiatrist, Crump- 
sall Hospital, on how the new Mental 
Health Act affects general hospitals, giving 
us all a better insight into the relationship 
of illnesses of the mind with those of the 
body. 

The lectures were concluded by Mr. 
W. C. Mellor, consultant dental surgeon, 
Crumpsall Hospital, who gave an illus- 
trated talk on ‘Jaw Injuries’ and their 
treatment; this iecture linked up well with 
that on plastic surgery in the morning. 

This interesting and instructive day was 
completed by small general discussions 
over tea in the sisters’ dining-room. 

M. L. MmpcELow, s.R.N., $.C.M. 
Ward Sister. 


Leavesden Hospital, 
Abbots Langley 


THE MAIN PURPOSE of the conference on 
The Modern Outlook in the Hospital Care of the 
Mentally Subnormal, held at Leavesden 
Hospital, Abbots Langley, was to be a 
refresher course for senior nurses who are 
concerned with the training of student 
nurses. 

The conference was opened on October 
31 by Miss Pegler, matron. Dr. E. F. 
Hewlitt, physician superintendent, spoke 
on ‘Aims and Events of the Course’. Dr. 
Hewlitt said that nowadays every effort 
wes being made to return suitable patients 
to the outside world, equipped to meet the 
economic and social demands made on 
them. 

The next speaker was Miss M. Henry, 





Regular study days are becoming a 

frequent feature of hospital life. 

Reading these accounts may give 

readers ideas for their own study 
days. 








registrar of the General Nursing Council 
for England and Wales, who spoke on 
‘The Future Training of Nurses for the 
Mentally Handicapped’. In a fluent and 
stimulating talk Miss Henry said that we 
cannot look for a decrease in the need for 
nurses trained to deal with mentally sub- 
normal patients, but the form of training 
might well change. 

A short paper by the principal tutor, 
Mr. M. Richards, “The Ward Sister or 
Charge Nurse and the Training of Student 
Nurses’ aroused very lively discussion, and 
started several informal discussion groups 
which kept together until the end of the 
course. 

On the Wednesday Miss D. Roswell, 
senior clinical psychologist, produced 
lively discussion with her talk on ‘Psy- 
chology and the Student Nurse’. The 
afternoon was devoted to visiting various 
departments of the hospital. 

The last day of the conference was a 
very full one, and several distinguished 
speakers took part in the proceedings. Dr. 
D. H. H. Thomas, medical superinten- 
dent, Cell Barnes Hospital, spoke on “The 
Mental Health Act 1959—Legal Aspects’, 
Professor L. S. Penrose, University Col- 
lege, London, on ‘Genetics of Mental 
Subnormality’ and Professor C. E. Dent, 
University College Hospital, on ‘Inborn 
Errors of Metabolism’. During the after- 
noon Miss Holohan and Mr. Muirhead 
presented a ward sister’s point of view 
and a charge nurse’s point of view respec- 
tively. This was followed by a long and 
lively discussion. 


St. Helen’s Hospital, 
Hastings 


Six SPEAKERS on Teamwork in the Care of 


the Elderly took part in a very successful 
study day at St. Helen’s Hospital, Hastings, 
on October 27. ' 

Dr. R. E. Irvine, consultant geriatric 
physician, said the most important objec- 
tive was to provide a hospital bed immedi- 
ately for any elderly person who needed one, 
and by accurate diagnosis, good treatment 
and thorough rehabilitation, to restore 
them to the community as soon as possible. 

Because of good teamwork within the 
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hospital, and the close co-operation which 
the almoner achieved with those who 
served the elderly outside, the hospital was 
able to maintain a good turnover, and as 
a result had no waiting list. The average 
length of stay of a patient admitted to the 
geriatric wards at St. Helen’s Hospital was 
now only one month. 

Miss M. K. Bagnall, head almoner, ex. 
plained that there was usually a social as 
well as a medical reason for admission to 
the geriatric unit. The group physio. 
therapy superintendent, Miss D. Cleland, 
described the work and importance of her 
department. 

Miss N. B. Batley, superintendent health 
visitor, welcomed her link with the geriatric 
outpatient clinic, and the help it gave for 
after-care. 

The district nurses were represented by 
Miss D. Norman, superintendent. They 
visited their patients while in St. Helen’s 
Hospital and after discharge maintained a 
close liaison with the family doctor, hos. 
pital staff, health and voluntary services, 

The last speaker was Miss M. Milne, 
secretary of the Old People’s Welfare Com- 
mittee, who explained numerous ways in 
which the Central Aid Council and its sub- 
committees acted as a clearing house of 
information, advice and service. 

After tea, many interesting questions 
were put to the panel of speakers. Some 
guests then visited the general wards and 
joined us in the chapel for our Thursday 
evening service for the nursing staff. A very 
interesting day, but not long enough to 
include or mention all the members in our 
team of helpers who care for the elderly 
people in Hastings. A study week-end 
would have been more appropriate. 

B. J. Smitu, Matron. 


Cheltenham General, Eye and 
Children’s Hospital 


WELL OvER 100 boys and girls from all 
over Gloucestershire attended a one-day 
conference at Cheltenham General, Eye 
and Children’s Hospital, on Saturday, 
October 29, to see for themselves what it 
would be like to work in a busy hospital. 
These conferences are now an annual 
event at the hospital. The boys and girk 
had a varied and interesting time. There 
were several talks, a film, a visit to the 
pathological laboratories, and for those 
who stayed on until after tea, a tour of the 
wards. The conference was arranged by 
the Diocesan Youth Committee in con- 
junction with the hospital. 

Miss M. B. Hickman, principal sister 
tutor, gave a talk on ‘Nursing the Sick’, and 
then the young people were shown 4 
coloured film, The Hospital Team. 

In the pathological laboratories Dr. 
J. A. Pitt Evans, senior pathologist, e- 
plained his work, and later Dr. F. Knights, 
consultant chest physician, discussed what 
it meant to be a doctor. 

An address on ‘The Christian Ministry 
of Healing’ was given by the Rev. W. E. W. 
Barber, assistant chaplain to the Rev. R. 
Herbert, Bishop’s youth chaplain. 

N. Hay, Matron. 
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Creche for Nurses’ Children 

ted by In a letter to The Lancet of November 12, 
. They the chairman of the West Middlesex HMC 
Helen’s § announced that the possibility of setting 
‘aineda # yp a creche for the children of married 
or, hos # trained nurses was being explored at the 
services. # West Middlesex Hospital. Married nurses 
Milne, § could more easily return to hospital work 
reCom- ff their children were satisfactorily cared 
ways in # for during the day. He asked that anyone 
ltssub- with experience of similar schemes should 
une get in touch with him, 
uestions 
; ‘ao ‘Special Care’: Northern Ireland 
nursday Two houses are being converted into a 
_ A very small hostel on the outskirts of Belfast. 
ugh tof Twelve women and girl patients are to be 
sin our ttansferred there from institutions for the 
elderly mentally handicapped. Work will be 
sek-end @ found for them in laundries and kitchens 


: of local hospitals, or in industry. If the 























Aatron, § ¢Xperiment is successful, the hostel scheme 
will be extended in Northern Ireland. 
and Layettes for Refugee Babies 
The WVS has undertaken to send 
‘om all F 20,000 layettes to United Nations Relief 
ig and Works Agency for Middle East 
turday, 
what it 
ospital 
annual 
id. girls 
There 
to the 
* those 
r of the 
zed by 
n con 
| sister 
k’, and 
own a 
°s Dt. § refugees: 30,000 refugee babies are born 
st, & § each year in camps in Jordan, the Lebanon 
nights § and Gaza, and layettes are an urgent 
1 what § necessity. The standard layette consists of 
} one thin wool or cotton dress, about 
inisty § = 24 inches long, three short flannelette, 
E. ys thin wool or knitted short dresses or night- 
ev. R. 





gowns, two cotton crossover vests (of a 
special pattern worn in the Middle East), 
four nappies, one shawl or cot blanket, one 









rough towel, and two cakes of soap. WVS 
work parties and groups everywhere are 
busy making these layettes. In case any 
of our readers feel like joining in, we print 
the pattern for the special type of vest 
which is included in the layettes. Gar- 
ments should be sent to WVS HQ at 
41, Tothill Street, London, S.W.1. 





WINE AND CHEESE PARTY 
in the Cowdray Hall 
Monday, November 28, 6 p.m. 
Tickets, 5s., at door. Many prizes from 
tombola. Proceeds will be given to the 
Public Health Section fund for sending 
a member to the ICN Congress in 
Melbourne. 
All College members and friends welcome 
Organized by the 
Public Health Section within the 
Metropolitan Branches 











‘Macbeth’ Premiére for Red Cross 


Princess Alexandra of Kent will -be 
present at the premiére of the colour film 
of Macbeth at the Royal Festival Hall, 
S.E.1, on December 9, at 8 p.m. The film 
show, which is under the chairmanship 
of Lydia, Duchess of Bedford, is in aid of 
the City and County of London, Middle- 
sex and Bedfordshire Branches of the 





A Miss Ann Gadsdon, of 
Queen Mary’s Hospital, Car- 
shalton, has won £100 and 
a five-week trip to Norway in 
a competition for the nurse who 
‘did the most to cultivate 
comprehensiveness in nursing 
mentally handicapped and nor- 
mal children.’ The competition 
was organized by the Jewish 
Aid Committee for Mentally 
Handicapped Children. 


<4 Miss M. O. Robinson, 

chief nursing officer, Depart- 

ment of Health for Scotland, 

after receiving the CBE at a 

recent investiture at Bucking- 
ham Palace. 
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British Red Cross So- 
ciety. Tickets (from one 
to 10 guineas) now 
available from the 
Royal Festival Hall and 
all the usual ticket 
agencies. 


Jobs for Spastics 


A sheltered workshop 
with hostels for 120 men 
and women in the Bir- 
mingham area is to be 
opened in the next 18 
months by the National 
Spastics Society. The 
society plans also to 
increase the number of 
assessment courses and 
work centres, and to 
enlarge its further 
education and training 
facilities. These plans 
should do much to- 
wards increasing the 
efforts which are being 
made to find work for 
people suffering from 
cerebral palsy and help 
them to lead _ useful 
lives. 

Miss M. R. Morgan, 
the society’s employ- 
ment officer, speaking 
at a conference for 
parents of spastic chil- 
dren in Manchester re- 
cently, said, however, 
that one sheltered work- 
shop would not be 
enough; there should 
be one in each big 
city. Once the 120 places were filled at 
Birmingham there would not be many 
vacancies. 


THE HOSPITAL FOR SICK CHILDREN, 

Great Ormond Street. Four clowns and the 

ringmaster of Billy Smart’s Circus recently 
visited the hospital. 
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NURSE ADMINISTRATORS GROUP 


London Area 

A meeting to discuss the formation of a 
Nurse Administrators Group within the 
London Area will be held in the Cowdray 
Hall on November 30 from 6-7.30 p.m. The 
following categories of staff will be welcome: 
matrons, chief male nurses, deputy matrons 
chief male nurses, assistant matrons, adminis- 
trative sisters, night superintendents, home 
sisters, and nursing administrators in the 
public health and occupational health fields. 


WARD AND DEPARTMENTAL 
SISTERS SECTION 

Glasgow. Canniesburn Hospital, Bearsden, 
Wednesday, December 7, 7.15 p.m. AGM. 
Beetle drive, Staff nurses invited. Tickets 
ls. 6d. from Miss M. L. Smith, Canniesburn 
Hospital. 


BRANCHES 

Canterbury. 3, Ethelbert Road, Canter- 
bury, Thursday, December 8, 7 p.m. General 
meeting. BSC report. 


Dartford and North Kent. Stone House, 
Dartford, Monday, December 5, 7.30 p.m. 
General meeting. BSC report. 


Glasgow. Child Guidance Clinic, 20, 
Athole Gardens, W.1, Friday, December 2, 
7.30 p.m. Lecture by Sister Jude. 


Hull. Recreation Hall, Hull Royal Infirm- 
ary, Monday, December 5, 7.30 p.m. Visit of 
Mrs. J. C. Kilmister, Branches secretary. 


North Eastern Metropolitan. Whipps 
Cross Hospital, London, E.11, Monday, 
December 12, 6.30 p.m. Branch general meet- 
ing. Two very interesting films will be shown. 
(Central Line to Leytonstone, along Church 
Lane to High Road, bus 26 to hospital.) 


Mid-Worcestershire 
Branch Study Day 


A very successful study day for trained 
nurses, arranged by the Mid-Worcester- 
shire Branch, was held in the School of 
Nursing at Bromsgrove General Hospital 
on November 3. Some Recent Advances in 
Therapeutics’ and Communications in the 
National Health Service were the topics for 
the morning session. Dr. J. A. Litchfield, 
consultant physician, and Miss P. D. 
Nuttall, editor of the Nursing Times, were 
the speakers. The Social Aspects of Derma- 
tology was the subject for the afternoon, 
and was most ably presented by Dr. G. W. 
Senter, consultant dermatologist, and 
Miss M. L. Ward, group almoner. 

Forty nurses from many parts of the 
Midlands attended. Refreshments and 
luncheon were kindly provided by the 
hospital management committee. 





Annual Subscriptions 

During the first weeks of November 
large numbers of annual subscrip- 
tions are being received at the Col- 
lege. Membership cards and certifi- 
cates of insurance are issued to mem- 
bers as soon as possible after the sub- 
scriptions have been received. 

In addition the College receives 
notification of all subscriptions paid 
through a bank, approximately 9,000 
of them. Members who pay their 
subscriptions by banker’s order will 
therefore appreciate that it is im- 
possible to deal with all these sub- 
scriptions at once. Every effort is 
made to hasten the sending out of 
membership cards and _ insurance 
certificates, and members can help by 
not making inquiries during the next 
few weeks. 











COLLEGE APPEAL 
(i) For the Nation’s Fund for Nurses 
We acknowledge with thanks the donations 
received this week. 
Contributions for November 9-16 


College Member 57439... 

Miss A. Burnett Aas Sua oor es 

Gorseinon Hospital (Swansea Branch). For 
Christmas... ee “ its He 

Royal Eye and Ear Hospital, Bradford. For 
Christmas... sae Pm = na 

Miss M. L. Brice 


.C., S.R.N. bis a +; 
C.M. 87237. Fortnightly donation re as 
Oxford Branch, sister tutor Section. For 
Christmas “a Ls cf mee oe 
C.M. 37946 (£2 for Christmas) 
Mrs. E. G. Ord se ts se 
Middlesbrough Branch, For Christmas 
St. Albans Branch os ms sind ra 
Hastings and District Branch. For Christmas 
Dorset Branch. For Christmas vf it 
Total £47 18s. 6d. 


=) 


Cot ho 


E. F. 
Secretary, Royal College of Nursing Appeal for the 
Nation’s Fund for Nurses, la, Henrietta Place, Cavendish 
Square, London, W.1. 


(ii) Members’ Special Gift Fund 

We are still needing more gifts for our 
Christmas parcels and we hope that those of 
you who are planning to help will do so as 
soon as possible, please. We send our thanks 
and appreciation to all who have sent dona- 
tions this week and to the following who have 
sent gifts. College Member 36489, Miss 





Roya Co..ece or Nursinc 
HEapguarTers, LONDON: 
Henrietta Place, Cavendish Sq., W.1 
Eprmvpurcn: 44, Heriot Row 
Betrast: 6, College Gardens 





Clutton, College Member 57439, Northaller. 
ton Branch (tokens £4 5s.), Miss Mayes, 
Miss A. M. Fry, Miss M. Warren, Miss M, M., 
Murray, Anonymous, Beccles (token 5s.) 
Miss I. M. Buck, Miss M. P. Garstang, Miss 
H. M. Simpson, D.B.C.B., Miss Dreier, Mrs, 
Seymer, Miss E. J. Strickland, Mrs. Galloway, 
Miss I. McMinn, Miss Head and an anony. 
mous donor. 


worn, 


Scunthorpe and Brigg Branch 

Isle of Thanet Branch ... - af. See 

S. and W. Somerset Branch, further donation 

Scarborough Branch ... ini — ve 

N.E, and S.E. Metropolitan Branch, Occupa- 
tional Health Section ode nev 

St. Albans’ Branch 

Bolton Branch ... 

Miss M. B. Clark 


eta 


~ 


i 1 £5 
Cee u CHOwY 


Total £24 8s. 6d. 
E. F. Incite, Organizer. 


Birmingham Service for 
Dame Ellen Musson 


A service of thanksgiving for the life and 
work of Dame Ellen Musson was held in 
the chapel of the General Hospital, Bir- 
mingham, on Saturday, November 12. 
Miss Stokes, president of the nurses’ 
league, was present at the service together 
with many members of the nursing staff. 
Several of the members of the league who 
attended the service trained at the General 
Hospital during Dame Ellen’s matronship. 

The Provost of Birmingham spoke 
movingly of Dame Ellen’s work in the 
service of the nursing profession. The ser- 
vice ended with the singing of the hymn 
‘Now thank we all our God’. 


APPOINTMENT 


North West Metropolitan RHB 


Miss ENID BENNETT, S.R.N., PART | 
MIDWIFERY, has been appointed work study 
officer to the Board. Miss Bennett trained 
at Leicester Royal Infirmary, King’s 
College Hospital and Redhill County 
Hospital. She served in QAIMNS(R) 
from 1945-48, and took the nursing admin- 
istration course at King Edward’s Fund 
Staff College for Matrons in 1955. She is 
at present matron of Neasden Hospital, 
N.W.10. 


COMING EVENTS 


Broadgreen Hospital, Liverpool.—Prize- 
giving by Dr. L. Findlay, in the staff recrea- 
tion hall, Thursday, December 1, 3.15 p.m. 


St. Olave’s Hospital School of Nursing. 
—Mr. R. J. Mellish, M.P., will present awards 
at the prizegiving on Thursday, December |, 
3 p.m. 


The Royal Hospital, Wolverhampton. 
—Mrs. B. A. Bennett will present the prizes 
in the Lecture Hall, Public Library, Snow 
Hill, Wolverhampton, on Monday, December 
5, 6.30 p.m. 





cocoa scooe 


anizer. 
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SECTION SECRETARIES 


Our photographs show the 
secretaries of the Sections of 
the Royal College of Nursing in 


their new offices at the College. 
(See also page 1464.) 


Miss B. Turner, Ward and Departmental » 
Sisters Section and Staff Nurses Group 


V Miss V. Stoves, 
Occupational Health Section 


Miss M. k. Knight, ® 
Public Health Section 


4 Miss M. N. Copley, 


Private 


Nurses 


Section 





V Miss B. Yule, Sister Tutor Sec- 
tion and Nurse Administrators Group 
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NURSES AND MIDWIVES WHITLEY COUNGE 


%, 


New Salary Categories and Scales 


Qualified Mental Nurses in Charge of Psychiatric Units 
of Wards in General Hospitals 


THE NURSES AND MIDWIVES WHITLEY COUNCIL have agreed that 
qualified mental nurses in charge of psychiatric units or wards in 
general hospitals shall be graded as departmental sisters/depart- 
mental charge nurses, with special salary categories and salary 
scales, The agreement applies to qualified mental nurses in charge 
of one or more psychiatric units or wards in which other qualified 
mental nurses and/or State-registered nurses are employed and 
shall have effect from March 1, 1959. 

For salary purposes, qualified mental nurses.in this group are 
divided into three categories: 

(a) those in charge of one or more units or wards in which the 
establishment provides for 10 or more qualified mental 
nurses and/or State-registered nurses, not being post- 
registration student nurses, to be on duty simultaneously at 
any time as well as the departmental sister/departmental 
charge nurse; 

(6) asin (a) with the substitution of ‘between four and nine (both 
inclusive)’ for ‘10 or more’; 

(c) all those not-falling under (a) or (b) above: provided that a 
nurse who would otherwise fall to be graded in this category 
shall nevertheless be graded in category (6) if there is no 
more senior nurse with particular responsibility for the over- 
sight of the unit(s) or ward(s) who is a qualified mental 
nurse. 

The revised salary scales and board and lodging charges for 
these qualified mental nurses are set out below. In the case of non- 
resident nurses, paragraph 4 of NMC Circular 79 applies. 

The revised salaries and charges shall be applied to existing 
staff in accordance with the provisions of paragraphs 7-9 of NMC 

















Board and ° 
Salary Women’s Scales Men’s Lodging 
Category Scales where 
Stage 6 | Stage 6 | Stage 7 resident 
1.3.59 1.1.60 1.1.61 
(a) £ £ £ £ £ 
780 782 785 785 
810 812 815 815 
840 842 845 845 
870 872 875 875 230 
900 902 905 905 
905 905 905 905 
(b) 695 697 700 700 
720 722 725 725 
745 747 750 750 
770 772 775 775 
795 797 800 800 205 
820 822 825 825 
845 847 850 850 
875 875 875 875 
(c) 670 672 675 675 
695 697 700 700 
720 722 725 725 
745 747 750 750 
770 772 775 775 205 
795 797 800 800 
820 822 825 825 
850 850 850 850 























Circular 81. The provisions of paragraph 2 of NMC Circular 
are cancelled. ’ 


Departmental Sisters/Departmental Charge Nurses i 
General Hospitals and Departmental Midwifery Sisters ig 
Maternity Hospitals "4 


The Nurses and Midwives Whitley Council have agreed to 


extend the application of salary category (b) for departmental 
sisters/departmental charge nurses in Part | of Appendix C to 
NMC Circular 81 to include the following: 

‘those assisting in the supervision of the nursing services by 
being in immediate charge of a hospital in which there is no 
post in the grades of assistant matron or above; or by acting 
as second in command in a hospital in which there is only one 
post in the grades of assistant matron or above; or by being 
designated in a hospital in which there are only two posts in the 
grades of assistant matron or above as the nurse required to act 
as second in command during their absences.’ 

The Council have also agreed to a corresponding amendment 
of the existing salary category (b) of the departmental midwifery 
sister in Part 3 of Appendix C to NMC Circular 81. 

This agreement shall have effect from November 8, 1960, 
except that a nurse or midwife who at that date has occupied a 
post which is re-graded in salary category (4) shall be paid the 
salary appropriate to that category with effect from the date of 
appointment to that post or from March 1, 1959, whichever date 
is the later. 


Departmental Sister/Departmental Charge Nurse in 
Special Hospitals for Sick Children or Infectious Diseases 


The Nurses and Midwives Whitley Council have agreed that 
the definition and salary categories of departmental sister/ 
departmental charge nurse in Part 1 of Appendix C to NMC 
Circular 81 should be amended to include, in a special hospital 
for sick children or infectious diseases, nurses registered on the 
appropriate part of the Register. This agreement will have effect 
from March 1, 1959. 


* * * 


HM (60) 90, which notifies HMCs of NMC 93, includes the 
following paragraph. 

‘The Minister understands that there has been some disquiet 
among mental nurses, particularly those employed in psychiatric 
hospitals, about their future. Therefore he takes this opportunity 
of confirming that they have, and will have, an important part to 
play in the development of the mental health services. The 
pattern of the hospital psychiatric services has been gradually 
changing for some years, with the development of outpatient and 
day hospital facilities and the increased provision of psychiatric 
beds at generakhospitals; and no doubt these trends will continue. 
It is however quite clear that there will still be a continuing need 
for psychiatric hospitals providing active care, treatment and 
rehabilitation. These services will continue to provide full oppor- 
tunities for the exercise of the special skills of the trained mental 
nurse. Indeed, the potential needs of the psychiatric services 
generally are likely to call for more nurses with those skills than 
are at present available. In this connection hospital authorities 
are reminded that the arrangements under which qualified nurses 
may be seconded for training in psychiatric nursing, have been 
extended for a further period (see NMC Circular No. 89).’ 








For fu 
THE | 
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